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MARMITE 


yeast extract 


is a useful adjunct in certain special 
diets where the .B, vitamins are 
particularly needed. 


An additional source of the B, vitamins is often considered necessary in 
the ante-natal diet, as the demand for these vitamins is increased during 
pregnancy. These vitamins are also of special importance in certain restricted 
diets, such as reducing and diabetic diets, when some of the foods that 
normally supply the B, vitamins are restricted and they must therefore be ° 
introduced in some other source. 


Marmite yeast extract supplies 1°5 mg: per oz. of riboflavin and 16°5 mg. 
per oz. of nicotinic acid as well as folic acid, pantothenic acid, pyridoxin and 
other less well-known B, factors. Because Marmite is a natural source, 
supplying most of the B, factors, it is considered by many authorities to be a 
particularly useful adjunct to the ante-natal diet and its regular inclusion is 
often recommended. 


Literature on request 


Obtainable from Chemists and Grocers 
s . Special terms for packs for hospitals, welfare centres and schools 
THE MARMITE FOOD EXTRACT CO., LTD., 35, SEETHING LANE, LONDON, €.C3 


Throughout the Country 


FAILING LACTATION 


is being replaced by 


SUCCESSFUL BREASTFEEDING 


with the aid of 


THE GALACTAGOGUE 
Samples for clinical trial and specially reduced prices from Infant Welfare Dept., Lactagol. Lid., Mitcham 
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Leadership 


When climbing mountains the leader is the 


most vital factor in the expedition. Where he . 


leads, others follow — he knows the pitfalls 
and the footholds. Similarly in industry. The 
“leader ’ in a particular field acts on his own 
initiative and the others follow. 

Leading Paediatricians have advised 
Cow & Gate Food for fourteen Royal Babies 
— only the best was good enough for them 
‘and only the best is good enough for your 
youngest patients. 

Cow & Gate have been making Infant Milk 
Foods for more than fifty years. 

Children fed on Cow & Gate are our best 
advertisement. 
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COW & GATE MILK FOODS , 


Guildford, Surrey 
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1955 
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In crowded modern communities an ever-increasing variety of problems press in on 
the Medical Officer of Health and the Sanitary Inspector. Most of them have to 
do with cleanliness in some degree — from simple detergency to bacteriological 
standards. It is to just these problems that the Deosan Laboratories have for many 
years devoted research, experiment and continuous field work. The outcome is a 
group of products and a body of experience which are proving powerful allies to 
those concerned with the surveillance of hygiene and public health. 

The products are marketed ethically, without extravagant claims, and the 
experience is freely available to all who need it. If you have difficult “ cases” in 


your territory, let us hear of them. We can promise you invaluable help. 


leading authorities on community hygiene 


DEOSAN LIMITED, Catering Hygiene Division, 345 Gray’s Inn Road, London, W.C.1. (One of the Milton Group of Companies) 
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protein 
for the premature baby 


High protein feeding of premature and marasmic babies is a simple 
matter these days — with Casilan. Here is first-class protein. that 
is scarcely detectable when added to the bottle feeds ; so there 
is no fear that it will disrupt the normal feeding routine, For the 
expectant and nursing mother, too, Casilan is equally suitable-— and it 


brings a substantial reduction in the cost of all high protein diets, 


CASILAN 


COMPOSITION) Carbohydrate 1% ; Trade mark 
Mineral Salts® 4% ; 
MILK PROTEIN POWDER 
Moisture 4% 
*Calcium (per oz.) 340 ing In B-or, & 40-07. containers. Special terms to Weifare Authorities, 


Sodium content under 0.1% 


GLAXO LABORATORIFS LTD., GREENFORD, MIDDLESEX BYRon 4434 


WATER AND CHLORINE 


Drinking water is drawn from many different sources, 
demanding different techniques in purification and 
sterilization. 

Such is the versatility of chlorine that simple and effective 
methods of sterilization can be 
found to suit these varying con- 
ditions. 

Free residual chlorination, mar- 
ginal treatment, chloramination, 
pre- post-chlorination — all 
find their place in providing safe 


and potable water. 
For technical advice, consult: 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 
LONDON, S.W.1 
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EDITORIAL 
The American School Health Service Looks Ahead 


Three years ago Professor Alan Moncrieff, in the Dawson 
Williams Lecture, advised us to go to America to find out 
how a school health service should be run.’ During the 
last few weeks many may have wondered whether it should 
be allowed to run at all. Just after Christmas we read 
that it was a “ bastard service,’’* and shortly after the 
New Year that it was “‘ an extravagant redundancy.”* But 
still it could hardly be wound-up at a moment's notice 
and will have to go on for a while. It would be interesting 
therefore, to follow Prof. Moncrieff’s advice and to sc« 
how they are getting on in the States. Sir Allen Daley, 
after visiting there, said in November, 1947,' that their 
school health service was not as advanced as ours, but a 
“Proposed Report on Educational Qualifications of Schoo! 
Physicians,” published in the January, 1953, number of 
The American Journal of Public Health, suggests that they 
mean to remedy this. 

In an early paragraph of this report we read, “ With 
increased attention being given to the continued improve- 
ment of child health, public health and education authori- 
ties face greater demands for further development of schoo! 
health programmes.’’ The aims of the school health 
service of America seem to correspond very closely to 
those in this country as set out in the memorandum which 
the Society presented® to the Central Advisory Council for 
Education (England) and in various other memoranda 
school health programme is a co-operative enterpris« 
both inside and outside the school. It needs to be an in- 
tegral part of the total school programme and also an 
integral part of. the total community programme.” ‘lhe 
teachers are expected to play a big part in the “ health 
appraisal ’’ of the children. ‘The periodic medical exam- 
ination, to which the greatest importance is attached, may 
be carried out by the child’s own physician or by the school 
physician, and ‘“‘should be sufficiently painstaking and 
comprehensive to command medical respect, sutticently 
informative to guide school personnel in the proper counse!- 
ling of the student, and sufficiently personalised to form a 
desirable educational experience.’” But we are surprised 
to find that the report does not lay much stress on the 


' British Medical Journal, October 7th, 1950. 

® Ibid. Supplement, December 27th, 1952. 

* Ibid. Editorial. January 10th, 1953. 
Heavru (February, 1948). 61, 77. 
Ibid. (April, 1946.) 59, 103. 
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needs of handicapped pupils which are met by “ special 
educational programmes such as lip-reading, speech cor- 
rection, sight conservation, visiting teacher service, modified 
physical education, a shortened day and rest period.”’ 

There are 8,000 physicians giving part-time or whole- 
time service in the American schools. A large proportion 
of these are general practitioners ; only 4°0°., are paedia- 
tricians. About 20°, are health officers. During the 
last 25 years the number of full-time physicians in schools 
has increased considerably.’ (In 1950 the number of 
children on school rolls was 25,111,427. ‘Thus there was 
one doctor to every 3,140 children. In England and Wales 
in the same year there was one doctor to every 6,230 
children.) ‘The doctors may be employed by the depart- 
ment of health or by the board of education or jointly 
“The condition of paramount importance to the school 
physician is not the particular board that employs him, but 
the presence of wholesale constructive relationship between 
the two boards.” 

There are two cate LOries of school phy scans, the 
Directors of School Health Services and the School Medical 
Advisers. ‘The former, who are whole-time administrative 
officers, should have had at least two years as school medical 
advisers. ‘lhe latter should be physicians with special 
training and experience in the fields of paediatrics, of 
internal medicine, or of child psychiatry and, if possible, 
in public health. ‘* Above all, he must have an interest in 
children, a desire to help them, and an understanding 
of the basic principles of school health as they relate to both 
education and public health.” 

This report certainly leaves the impression that the 
American Public Health Association means that the school 
health service of America shall continue to develop. We 
shall watch with interest to see how soon it attains to the 
high standards of the school health service of this country 
When it has got there, will it be abandoned on account of 
its bastardy or will it be cut drastically as an extravagant 
redundancy ? 


Central Office Staff 


As from April Ist, 1953, Mr. G. L. C. Elliston will be giving 
only about one day’s service a week to the Society, the Council 
having acceded to his request to be enabled to give the main 
part of his time to his duties as Deputy Editor of The Medical 
Officer. His title will be Secretary instead of Executive Secretar 
and he will continue as Editor of Pustic Heatrn. Mr. S. R 
Bragg, at present Assistant Secretary, will become the whole- 
time Administrative Officer of the Society and will deal with all 
correspondence. 
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SOME MEDICAL PROBLEMS AT A CAMP FOR 
DISPLACED PERSONS 


By S. CHALMERS PARRY, M.A., M.R.C.S., L.R.C.P., D.P.H., 
Medical Officer of Health, Petersfield Urban and 
Rural Districts, and Droxford Rural District 


I wonder why we all find foreign persons and foreign 
lands so fascinating? For some, the attraction may be 
the foreigners themselves with their peculiar customs 
and national dress ; or their fatherland, with its ancient 
history and places of interest or the curious language and 
accents. For others, it may be the beautiful scenery and 
the sport, or even the food. Whatever the cause of this 
foreign charm, there is a little je ne sais quoi about foreigners 
in their native land. 

But, without their true background, the picture is far 
less alluring ; and it may present a very pathetic tone. 
The thousands of homeless refugees, that follow the trails 
of every war, do indeed deserve sympathy. Only the 
victims really know what they suffer ; they may still be 
afraid to talk of their troubles and of their relatives. On 
the surface, they may not appear to be embittered by their 
past experiences and it may possibly be months before they 
will venture to speak freely like any normal citizen. Yet, 
when numbers of the same nationality come and _ live 
together in a camp, they generally lose all these inhibi- 
tions ; and the comparison of racial temperaments is an 
interesting study, 

Mainly Historical 

All this happened in Germany some seven years ago ; 
and it was during the advance of the British and American 
Armies that over 5,750,000 displaced persons and prisoners 
of war were uncovered. 

How were they collected in the first place? They were 
directed to Assembly Centres, set up in sites where the 
advancing troops found any concentration of D.P.s. In 
the space of three months, fewer than 1,000,000 of these 
D.P.s were left ; for nearly 5,000,000 had been returned 
home to their own countries. And, by the end of the 
same year, 1945, the ‘hard core’’ of stateless persons 
and others, mainly Poles, who did not want to return to 
their countries of origin, amounted to about 500,000, 

But what of the 5,000,000 D.P.s who went home and 
how were they repatriated ‘l'ransport was provided from 
the camps to the ‘Transit Centres ; and, from there, they 
travelled home by rail—-either in a westbound direction 
to the Dutch, Belgian and French frontiers, or eastbound 
into the Russian Zone. 

After the Military Government authorities left, the D.P. 
camps were taken over by U.N.R.R.A. 


The Displaced Persons 


We have all heard strange stories about D.P.s. Who 
were these Displaced Persons? An exact definition would 
be very complicated ; but, broadly speaking, they were 
people who left their “ homestead” either by physical 
force on account of political or religious convictions or of 
their own free will because of economic, political or con- 
science reasons, 

They consisted of men, women and children of all 
nationalities and conditions of life. ‘Their mental and 
physical condition varied considerably according to their 
past treatment which, in the case of the ‘ forced workers,”’ 
depended to some extent upon their occupation. 

The two camps, to which I became attached as medical 
officer, acted as a clearing ground for eastbound and west- 
bound D.P.s and accommodated a moving population of 
30,000, Later on, it concentrated on eastbound D.P.s who 
declined to return ; and the numbers then rose to over 
50,000, 

Once the transit camp was full to capacity, there were 
usually about 20 different nationalities ; but, at one time, 
there were no less than 30 nations represented before 


* Presidential Address to the Southern Branch, Society of 
M.O.H., October, 1952, 


PUBLIC HEALTH, March, 1953 


arrangements could be made for repatriation of the first 
batch, 

As fresh D.P.s arrived, they were sorted into nationalities 
and were found vacancies in one or other of the small 
satellite camps, situated in outlying districts. These out- 
side camps contained a maximum number of 15,000 and 
and were only in operation for a comparatively short period. 

Some military barracks, that had been evacuated by the 
German troops, were prepared for the immediate recep- 
tion of the D.P.s ; and the earliest arrivals were French 
and Belgian P.O.W.s, who came on the third day. 

On the whole, the D.P.s displayed a cheerful and hopeful 
disposition and, at times, they exhibited very lively spirits. 
On one occasion, a curfew had to be imposed because of 
some anti-German looting. 

On the day our Military Government Detachment took 
over these barracks as a transit camp for Displaced Persons, 
the C.O. and I interviewed the German officer who had 
been left in charge of the troops stationed there, in order 
to obtain, for temporary employment, some doctors and 
nurses as well as medical equipment. 


Medical and Nursing Staff 

In the early stages, the difficulty of obtaining adequate 
medical and nursing staff was a very real problem ; later 
on, any doctors and nurses who were D.P.s were only too 
anxious to work in the camp and, moreover, they did a 
wonderful job. 

Some of the doctors were specialists and must have 
possessed the highest medical qualifications of their country. 
For example, the chief Polish doctor was a chest physician 
—a most able and delightful colleague—upon whom I 
could rely in time of trouble. 

But it must be remembered that there was no means 
of obtaining testimonials (whatever their value might have 
been) or even of checking the medical qualifications of 
the applicants before making their appointments. This 


precaution may sound rather unnecessary ; but, as you 
know, experience enables you to recognise a mistake when 


you make it again. In this particular instance, one of 
the “ doctors,’’ who had been practising for several months 
in the camp, was discovered not only to be unqualified 
but also to be addicted to drug-taking ; in fact, he had 
evidently offered his ‘‘ medical’ services in order to be 
readily available to his cherished drugs, Furthermore, 
morphia was not the only missing link ; for, on his hurried 
departure, he took away with him one of my best Dutch 
nurses as well as one of the precious cars. 

Another curious situation developed when two “ doctors ' 
of the same nationality accused each other of being unquali- 
fied. In fact, the one actually threatened to prevent the 
other from returning home to Russia if she continued to 
work with certain doctors at one of the camp hospitals. 
Medico-political problems of this gravity were, fortu- 
nately, rare ; but it was not so uncommon for patients 
to refuse to be treated by a doctor on account of his nation- 
ality or political persuasion. 

Indeed, this was one of the principal reasons why the 
Poles established a hospital of their own in the camp. The 
existence of this second hospital solved the medical treat- 
ment problem for the D.P.s. But, in instances where 
certain nationalities refused to mix, they were accom- 
modated, as far as possible, in separate blocks or camps 
according to their numbers, 

One of the German medical officers, who was transferred 
from these barracks, remained with me until I left—some 
seven months later—and proved to be not only most co- 
operative but an excellent physician. 

From time to time, the need for doctors became very 
acute and one or two German medical students were 
employed. 


Medical Equipment 

In retrospect, the difficulty of acquiring drugs and 
medical equipment was perhaps even worse than that of 
finding the staff. It was obtained from very varied sources, 
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besides the Military Government Detachment and_ the 
International Red Cross who were very helpful. 

The unfortunate person to whom the Military Govern 
ment applied for anything was the Burgomaster.  I1) 
was indeed a thankless appointment ; for it must |» 
remembered that everything, including the food of th 
D.P.s, was provided at the expense of the civilian popula 
tion. So it is hardly surprising that, in these early da 
burgomasters came and went in rapid succession ; in fact 
some only survived a day or two—if they were consider 
to be too unreasonable in their demands. 

But the local burgomaster was unable to help us muc! 
in supplying medical equipment, as the Germans then 
selves were in great need. 

Excursions in search of equipment were all in the day 
work ; and I shall never forget the expressions of gratituci 
and simple delight from the camp doctors when, on on 
occasion, the day’s bag consisted of some needles, syringes 
thermometers and j-minute pulse-timers. 

Drugs for treating scabies were at first in very short 
supply and difficulties were also encountered in_ finding 
straw to fill the palliasses for the scabies blocks. 

For many reasons, it would have been impossible to 
obtain ‘Tetmos soap for use in the prevention and treat 
ment of scabies ; it was difficult enough to procure 
sufficient supply of ordinary soap. In fact, there was no 
soap whatsoever until the Red Cross parcels arrived. ‘This 
lack of soap was a constant headache for the C.O., and 
it was some time before he was able to obtain it for the 
personal use of the D.P.s as well as for their laundry 


Scabies and Venereal Diseases 

The absence of soap only aggravated the conditions 
which were ideal for the spread of scabies ; and it was 
soon realised that scabies was rife in the camp. So an 
inspection of all the D.P.s in the camp was made, block by 
block, and treatment of all cases was successfully carried 
out—without much opposition, 

While the incidence of scabies was known to be vet 
high, even before any mass inspections were undertaken 
that of venereal disease was unknown. For persons suffer- 
ing from V.D. sought treatment outside the camp hospitals 
—much in the same way as cases of V.D. occurring in 
England often prefer to attend the not so local clinics 
However, history does record one memorable night when 
the military made a raid in the camp on some “ unlicensed 
premises with a queue of several hundreds waiting patient! 
outside. 


Sanitation 


It was scon apparent that the number of w.c.s would b: 
insufficient to cope with the progressively increasing 
numbers of D.P.s. Numbers were already far in excess 
of the maximum for whom the barracks were designed ; 
and some action would soon have to be taken to alleviat: 
the overcrowding. We were informed locally that ever) 
winter the ground became water-logged, so earth closets 
were clearly out of the question ; and some sort of exten- 
sion of the existing water-carriage system of disposal was 
indicated. How could this be done—for, even if suitable 
latrines were built, water would have to be laid on from 
somewhere ? A solution was found in the fire hoses. In 
consultation with the German architect and the German 
doctor, a plan was drawn up for constructing latrines that 
could be flushed out into the main drainage system by 
means of the existing fire hoses. 

The next problem was to procure cement ; for we were 
told there was none available. However, as soon as the 
risk of typhoid was explained to one of the German staff, 
he said he thought this obstacle could be overcome. And 
how right he was! For, on the following morning, we 
were surprised to find sufficient cement for the job duly 
deposited in the camp. It afterwards transpired that this 
cement had been laid on one side for building a house ; 
but he now felt that the camp needed it more. So, sure 
enough, the bags of cement materialised by night. 


Prophylaxis 

The usual routine measures of prevention, which were 
carried out by the camp doctors, included the following : 

1. On admission to the camp, every D.P. was medically 
inspected and deloused. 

2. The kitchen staff were all given T.A.B. inoculations. 

3. Inspections of all D.P.s for the detection and treat- 
ment of any cases of scabies found. 

4. Arrangements were made with the local Field Hygiene 
Section—and, later, with the Field Sanitary Section—to 
carry out a systematic disinfection of the whole camp, 
and to ‘‘ dust "’ the camps at monthly intervals. 

These sections performed a very useful and efficient 
service and were always willing to help. 


The Friends Ambulance Unit 

The Friends Ambulance Unit (F.A.U.) was a Quaker 
Organisation, attached to the British Red Cross, which 
worked during the war not only in France and Holland 
but also in Germany and other countries. 

Early in 1946 the F.A.U. Sections, working in D.P. 
camps, were withdrawn for German welfare work ; some 
members transferred to the Friends Relief Service, others 
to U.N.R.R.A. or the British Red Cross 

The team, which was working with our Military Govern- 
ment Detachment, was one of a dozen that were then 
operating in different parts of Germany. It consisted of 
12 members, whose functions were so closely connected 
with the medical side as to merit special mention 

They provided a 24-hour ambulance service for the con- 
veyance of patients to outside hospitals. For many months 
all the maternity cases and cases of infectious disease were 
transferred by F.A.U. ambulances to hospitals in a city 
about 10 miles from the camp. The difficulty of finding 
the hospitals in pitch dark amid rubble and non-existent 
roads and the race to reach the hospital in time with the 
multip-in-labour must have surely been a nightmare. 

They made a census of every nationality and collected 
those of the same nationality together and evacuated them 
to other areas 

As a routine practice and according to routine military 
procedure, they sprayed every new entrant to the camp with 
D.D.T. from a powder gun, 

Before the arrival of U.N.R.R.A., they were entirely 
responsible for the welfare of the D.P.s and they organised 
the early arrangements for practically everything in the 
camp, including the accommodation, feeding centres and 
registration of all the D.P.s. 

They made preparations for the hospitals and medical 
inspections and were always willing to assist in any task, 
however difficult or distasteful. Needless to say, they were 
most efficient in all their work ; for some of them had 
spent over three and a half years’ training in the organisation 
of this emergency welfare work. 

One of the jobs that fell to their lot was that of dis- 
tributing the Red Cross food parcels. One would imagine 
this was easy and pleasant ; but, believe me, it was neither, 
so perhaps a little explanation is indicated. 


The Red Cross Food Parcels 

At first, these parcels were received only by ex-P.O.W.s ; 
but, later on, the restrictions were relaxed and permission 
was obtained for their distribution to all the D.P.s in the 
camp. This was a wonderful thing for the D.P.s and all would 
have been well had they been satisfied and kept the contents 
for themselves. But, alas, it was not so. Their immediate 
reaction was to take the parcels to the nearest city and 
“flog "’ them on the Black Market. 

The D.P.s, in justifying their action, said : “‘ The parcels 
are ours and we can do what we like with them. ‘They 
are the new currency and with them we can buy clothing, 
food and milk for us and our children.”” And so they did. 

On the other hand, was it fair for the children to have a 
ration of cigarettes, for these cigarettes would act as some 
incentive for the non-workers to get work ? 
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So, with the exception of ex-P.O.W.s, the cigarettes were 
removed from all the parcels and these were pooled for 
distribution to the workers. 

The parents and non-workers, of course, took a very poor 
view of this ; and differences over the parcels led, on one 
occasion, to a riot with shooting and threats. In fact, a 
very unhealthy situation developed and the C.O. met it 
with courage and determination. 


Rations 


The D.P.s at this camp seemed to fare better than most ; 
for, though the daily ration at first was only in the region 
of 2,300 calories, later on it was said to be nearer 3,000 
calories per head. No cases of hunger oedema were reported, 
but difficulties were experienced by the camp doctors in 
limiting their certificates for ‘‘ malnutrition ’’; for instructions 
were received that the numbers receiving ‘‘ extra diets ”’ 
were excessive and had to be cut down. 

Priority was first given to children, nursing mothers, 
pregnant mothers (over six months), ex-prisoners of war and 
malnutrition cases. ‘The extra diet was allotted accord- 
ing to scale and a doctor's certificate was required in all 
cases. Malnutrition cases received white bread in addition. 

At a later stage, cases—specially recommended by the 
camp doctors——as well as those in the following categories, 
were permitted to attend the Diet Kitchen for special diet 

Edentulous, and those over 60 years of age : post-operative 
cases and those discharged from hospitals requiring 
supplementary food: exhaustion cases; anaemia: chronic 
gastritis and gastric cases : special concessions were made in 
the case of D.P.s who performed very strenuous muscular 
work, such as tree felling ; and they were given larger rations. 
All the D.P.s who worked at the camp obtained extra 
rations as well as pay. 


Intoxicants 


‘There were many cases of alcohol poisoning in the camp ; 
and a number of illicit stills were found from time to time 
Some D.P.s were discovered to be past masters in the art of 
distilling alcohol and all that from absolutely anything and 
everything. But those who drank these home-made 
schnapps soon learnt their lesson from bitter experience ; 
and the less fortunate ones did not survive. 

On one occasion, no less than six cases of acute methy! 
alcohol poisoning were admitted to hospital during the 
early hours. My notes, which are short but not so sweet, 
simply record ‘‘ three very severe and three arrested after 
treatment.”’ ‘There is little doubt, too, that some of the 
Ukrainians and Poles actually drank red petrol ; in fact, 
several fatalities were reported. 


The Big Inspection 


The most important official event that took place during 
the first three months at the camp was undoubtedly the 
inspection by a British Field-Marshal, who was then the 
Chairman of the British Red Cross Society and Order of St. 
John. Excitement was intense on the day of inspection ; and 
the Germans were just as thrilled as the British when 
Field-Marshal the Lord Chetwode, heralded by his armoured 
car, drove into the camp. 

Language Difficulties 

Whenever several nationalities are gathered together, 
difficulties in understanding their languages are bound to 
arise ; for, it must be confessed, doctors are just as notori- 
ously bad at linguistics as they are at calligraphy, and a 
suitable interpreter is not always readily available. 

From a clinical point of view, we all know how important 
it is to obtain a medical history of the patient ; for a 
diagnosis that is made solely on signs is surely unreliable, 
especially if there are no means at our disposal for confirming 
our suspected diagnosis. 

These conditions may obtain, not only in refugee camps, 
but also on board ship—cargo ships in particular—and 
my mind naturally travels back to the days when I was 
a ship-surgeon some years ago. 
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It was on board a passenger boat, bound for the Far 
East, that this illuminating incident occurred : 

A Chinese patient was brought to the surgery by another 
Chinese passenger—because he could speak a little English. 
After having asked this Chinese interpreter whether he 
would kindly assist me in obtaining a history of the patient's 
illness, I began my first routine question. ‘To my amaze- 
ment, he wrote some Chinese characters on a piece of 
paper and, without saying a word, handed it to the patient 
for a written reply in Chinese before answering my question. 
Upon my enquiring the reason why he did not speak to 
the patient, the ‘ interpreter ’’ replied that he himself was 
a Cantonese and that neither he nor the patient could under- 
stand each other’s dialect. 

Here, therefore, was a method of communication between 
Chinese persons who could not speak the same dialect—in 
point of fact, a system involving the use of written language 
as opposed to that of spoken language. 

The implication was intriguing ; for it naturally followed 
that, if two lists of routine questions were carefully compiled 
—one in English and the other in Chinese—the services of 
the “interpreter ’’ could be dispensed with altogether and 
the doctor would be enabled to communicate direct with 
his Chinese patient. 

The trick of composing such a questionnaire lay in 
framing the questions in such a way that the answers could 
only be ‘Yes’ or No” or a number. It would then 
only be necessary for the doctor to point a finger at the 
Chinese translation of the medical term, phrase or question 
required, and the Chinese patient could indicate an 
affirmative or negative reply. 

The main advantage of this finger-pointing method of 
interrogation is the fact that there need be no oral conver- 
sation throughout the process of history-taking ; conse- 
quently, in order to extract a medical history, it does not 
matter in the least whether the doctor speaks the language 
badly or if he cannot even speak it at all. 

The interrogator does not read aloud the translations ; 
he merely points them out for the patient to read. 

Furthermore, this finger-process provides a method of 
communication that can be applied equally well to any pair 
of language-translations—in other words, wherever the 
doctor and patient do not speak a common language. 

‘Translations of the medical questionnaire were available 
in some of the languages, spoken by the D.P.s in the camp, 
for use of the doctor who could not speak the same tongue 
as his patient. 


The Social and Welfare Services 


Certain amenities had to be provided as an antidote 
against the bug of boredom and discontent in the camp. 

For the children, there was of course schooling. For 
the women, classes were organised in cookery, wool-carding, 
hat-making, dressmaking, sewing and mending ; and, 
for the men, there were special classes for mechanics and 
technicians. ‘There were also language classes and facilities 
for adult education. 

For the entertainment and amusement of the D.P.s and, 
as a relief and relaxation from the sordid side of life, there 
were cinemas, dance bands, orchestras and radio. The 
Polish radio station broadcast a 12-hour programme, while 
the Ukrainian cinema showed continuous performances of 
films direct from Ufa. Incidentally, both these ventures 
were started by the F.A.U. 

It is not often that the evolution of the social and welfare 
services can be watched from such close quarters. 


Teamwork 


On the administrative side, the C.O. had on his staff 
several British officers (as well as liaison officers and others) ; 
and I should like, in conclusion, to take this opportunity 
of recording my appreciation of the perfect teamwork and 
co-operation. 

REFERENCE 
Fruenps AMBULANCE Unrr Report. September, 1945, 
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A REFRESHER COURSE FOR SCHOOL MEDICAL OFFICERS 


The School Health Service Group of the Society organised a refresher course, mainly designed for junior 
officers in the service, which was held at the | .ndon School of Hygiene and Tropical Medicine from 


September 15th to 19th, 1952. We publish bel. 


a first instalment of the addresses given to the course 


which should be of general interest. 


SCHOOL MEDICAL OFFICERS IN RELATION TO 
THE NATIONAL HEALTH SERVICE 


Dr. Andrew Topping, Dean of the London Schoo! 
Hygiene and Tropical Medicine, in his introductory tal! 
briefly referred to the origin and development of the Schoo 
Health Service and stressed the very great contributior 
which it had made and was making to the health of the peop|: 
He was entirely satisfied that from the three angles of pre- 
vention of disease, early diagnosis and health education, th: 
service had made a greater contribution in the past 40 year 
than had any other branch of medical activity. In describini 
some of his own experiences, Dr. Topping emphasis« 
that it was of the greatest importance that the team whic! 
undertook school medical work should also be in charge of 
infant welfare. If this were not so contacts with and con 
fidence of the parents were seriously affected. He realised 
that it was in the welfare more than in the school clin: 
that the doctor had an opportunity of tackling the problen 
of family control or spacing ; he agreed that this was 
vexed question but insisted that it was one of the most 
important medical and social questions of the age. H 
pointed out that much of the work of the personal healt! 
services was made nugatory by ignorance and carelessnes 
on the part of those in the lowest strata of society who wer 
producing recklessly while those in better circumstances 
were limiting their families beyond optimum limits. 

He stressed the value of co-operation from the teacher 
and went so far as to say that, without this, the efficienc 
of the service was seriously affected. He gave several 
amusing instances from his own experience. Where th 
teachers were seized with the value of the work, and when 
cordial relations existed between them and the Schoo! 
Nurse, it was extremely rare for the child with occult «1 
incipient disease or abnormality to be missed : there wa 
something in one of the commoner criticisms that too muc! 
time was spent on the solemn ritual of the routine medica! 
inspection. Dr. Topping’s experience was that if you could 
rely on the teacher from his or her daily observations an: 
on the nurse for her findings on her interim visits ther 
was no need to spend the length of time officially postu 
lated for each school child, and energies thus spared 
should be devoted to the special cases and their parents 
to health talks to the children and to continuous contac 
with interested teachers and to proselytising among th: 
lukewarm. 

Dr. Topping then dealt with the relationship between 
the School Medical Officer and the Family Doctor, pointing 
out that the crux of the whole question was the extent ot 
the personal relationship existing between them. He: 
realised how difficult it was for a junior school medical 
officer with an income often less than half of that of the 
practitioners to meet socially on equal terms, but insisted 
nevertheless that personal friendship and contact were more 


than half the battle ; he instanced cases in which the. 


family doctor had been entrusted with maternity and child 
welfare and school medical responsibilities with unhappy 
results, but gave his opinion that these were due to th: 
existing financial variations and that this did not impugn 
the principle that the G.P. with the necessary extra training 
was eminently suitable to undertake much of the work of 
the personal health services. 

Dr. Topping then dealt with the relationship between 
the school medical staff and the paediatric departments of 
hospitals and universities. In his opinion it was essential 
that the latter should descend from their ivory towers and 
interest themselves in child health rather than in child 


sickness : many consultant paediatricians cold-shouldered 
the school or infant welfare medical officer—although the 
majority had held appointments in children’s hospitals 
—and instead of encouraging contact and co-operation, 
poured cold water on the value of their work. In his opinion, 
the average consultant paediatrician and his junior staff were 
inadequately equipped for their posts if they had no school 
medical or infant welfare clinic experience ; many of them 
had no knowledge of the healthy child or of the criteria 
on which this definition was based. There should, in Dr. 
Topping’s opinion, be the closest co-operation between 
paediatric consultants and their units, and the personal 
medical service—each had a lot to give to, and to learn 
from, the other ; there should be a two-way traffic between 
the two services with periodic secondment of staff and 
an immediate stoppage of the “old school tie "’ attitude 
of so many paediatricians towards the officers of the local 
authority services : Newcastle and Great Ormond Street 
had shown the way. 

In conclusion, Dr. Topping deprecated the tendency on 
the part of many school medical officers to belittle their 
value and functions. Nobody could be doing more valuable 
work than they were and there was no justification fer any 
apologetic attitude. 

Finally, Dr. Topping referred to the title of his talk, 
“The School Medical Officer in Relation to the National 
Health Service,’’ and regretted that he had not “ stuck 
to his brief.”’ Questions such as ‘‘ Whether a family doctor 
should be asked to approve a child’s reference to a hospital ” 
or ‘‘ Whether the School Medical Service was duplicating 
his work and filching his responsibility’’ were, in his 
opinicn, academic. What was needed if the Service was to 
be, as its name implied, a health service was mutual respect 
between its components, a realisation of the other person’s 
function and point of view and a genuine desire to promote 
individual and community health by the best means 
possible. 


PROBLEMS IN SPECIAL EDUCATION 


Dr. G. D. Pirrie, Senior Medical Officer, London County 
Council, gave a talk on the above subject. He said that 
the development of special schools in this country pre- 
ceded the formal beginning of the schcol medical service 
and has been marked by the great interest paid by school 
physicians. The 1944 Act placed on the education authority 
the responsibility of formal ascertainment, accepting or 
rejecting the recommendation of the school medical officer. 
In fact, this only emphasised the close tie between the 
physician and the teacher, a liaison that was always necessary 
to determine the needs of any child and which could 
give due weight to the educational, psychological and social 
as well as medical needs of each child. ‘‘ De-ascertainment ” 
had been left as the responsibility of the school physician, 
but if he were wise he would take the same care to 
consult the teachers concerned. Full consultation with 
family doctor and his consultant was needed in all cases 
of physical or psychological defect if a good assessment 
of each child’s need was to be made. The decision to send 
a child to a special school was a serious one and the parents 
were entitled to the assurance that it was based on the 
best of available information and judgment. It was 
necessary to gain the co-operation of the parents to achieve 
success, 

Reference was made to some special groups not covered 
by other lecturers :— 
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Educationally Sub-Normal 


About 1°2% of the school population needed education 
in special schools. Ascertainment must pay regard to 


emotional and physical handicaps ; maladjustment and 
partial deafness were often difficult to detect. There was 
also the need for social education and training of co- 
ordination, é.g., speech-therapy and physical training. 


Maladjusted 

While it would take some time before the Ministry of 
Education Committee could be expected to report, there 
were several points that could well be reiterated. 

(1) The co-operation of parents was essential. 

(2) With admission to a suitable school the work had 
only begun ; the family must be prepared for the child’s 
eventual return and a psychiatric social worker was invalu- 
able. Failing her, the physician and school nurse/health 
visitor must be prepared to try. 

(3) Day classes for the maladjusted, as developed in 
Leicester, London, and other towns, had a great, if limited, 
success. 


Epileptics 

The right place for an epileptic child was in the ordinary 
school, but efficient treatment was needed. ‘Teachers and 
parents must be educated in the needs of the epileptic 
child and time must be spent in making an assessment of 
the child’s needs. 


Physically Handicapped 


In the past social and medical conditions had made 
necessary a higher scale of provision than would now be 
thought necessary. In Switzerland, the provision was 
minimal because the ordinary school expected to take a 
proportion of handicapped children. 


Individual Tuition in Home and Hospital 


Though provided under a different section of the Educa- 
tion Act, permissive not mandatory, the therapeutic result 
of the provision of this tuition was most important. In 
addition, it could prevent the educational retardation that 
was an additional handicap to children already afflicted. 
In the house it was important and, moreover, it gave the 
entrée to the school physician and the chance to develop 
good medico-social work. 


After School 


The recent M.R.C. report on the employment of children 
leaving special schools in Glasgow was most illuminating. 
The work of the physician continued after the child had 
left school. No one else was in a better position to help the 
Youth Employment Officer, but to do so the physician must 
know something of the processes in local industries. 

The local authority’s welfare scheme for the care of 
handicapped persons was of importance to the school 
physician and he should know of its scope and be ready to 
advise the Welfare Officer on the needs of particular 
children. 


National Organisations 

There were several organisations that were concerned 
with the care of handicapped children, for instance, the 
Shaftesbury Society, National Association for Mental 
Health, British Epilepsy Association, National Council 
for the Welfare of Spastics. Often these organisations 
could help where a local authority was unable to act. 

Finally, there was no aspect of school health work that 
furthered so immediate an emotional satisfaction, but 
nonetheless this was truly preventive work. ‘The important 
thing always to remcimber was that this essentially was 
not an organisational problem but was the individual 
problem of a child and his relationship with his family, 
his school, and his community. Each handicapped child 
presented a specific problem that had to be faced and 
solved. 


_ ment is involuntary or reflex, 
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THE SPASTIC CHILD AND ITS PROBLEMS 


By C. D. S, AGAssiIz, M.C., M.D., F.R.C.P., D.P.H., 


Physictan-Superintendent, Queen Mary's Hospital for 
Children, Carshalton 


To appreciate our problems in dealing with the cerebral 
palsied child, and the problems that confront the child, 
we should have a clear idea as to what we mean by the 
term cerebral palsy. I prefer this term to the term spastic, 
as the spastic child is one who is suffering from only one 
form of cerebral palsy, namely, spasticity. 

The sense in which I am considering this particular 
affection is confined to that condition in which the child’s 
brain receives damage either before, during or after birth 
as a consequence of which the child has a disability of 
movement which is usually general but may be of varying 
degree and not confined to one particular part of the body 
as, for example, a hemiplegia resulting from cerebral 
haemorrhage. 

When there is this brain damage, there is a consequential 
interference with nervous control of the muscles depending 
on the portion of brain affected and the type of disability 
varies with the site of the lesion in the brain : (i) In the 
case of cortical lesion we find spasticity. (ii) A lesion in 
the basal ganglia produces athetosis. (iii) A lesion in the 
sub-cortical areas produces rigidity which is often mistaken 
for spacticity. (iv) A lesion in the cerebellum produces 
ataxia. (v) In certain types of lesion one finds tremors. 

There are thus, broadly, these five types of cerebral 
palsy and the method of handling each type is different 
and in each case the method of dealing with the child is 
individual. 

In order to get successful results, therefore, we must 
always bear in mind these three essential points :— 

(1) That the lesion is a neurological one and not ortho- 
paedic, though disturbances of movement result from the 
neurological lesion. ‘The muscles and joints are normal 
and therefore it is useless to prescribe massage, electrical 
treatment or physiotherapy as a routine unless you have a 
clear idea of what you are prescribing it for and why. 

(2) And, secondly, that every case varies and the treat- 
ment prescribed must be individual. No set scheme of 
exercises or physiotherapy can therefore be set out. The 
case of cerebral palsy may be slight or severe and obviously 
the slight case is not going to require the same supervision 
or scheme of training as the severe case, nor is the scheme 
of treatment at the beginning the same as that required 
when the child has progressed. 

(3) And, thirdly, one has to bear in mind that where 
there is a cerebral lesion it may be slight or severe and, where 
it is severe, there is more likely to be damage to the intel- 
lectual faculties. In many of these cases, therefore, there 
may be produced variations in mental power apart from 
that retardation of mente! activity that always results where 
there is limitation of movement. 

To get satisfactory results the child must be mentally 
normal or potentially normal and the assessment of this 
mental power is one of our most difficult problems. 

In order, therefore, to have a clear conception of what 
forms our treatment of these children should take we must 
constantly bear in mind what is the development of a normal 
baby. At birth and for some time afterwards all move- 
As the child’s nervous 
system grows and the nerves become myelinated the baby 
begins to show voluntary movement and his power of move- 
ment and mental pictures of movements develop from the 
stimuli he receives from outside and within. He commences 
to lift his head, to lift his arms, to be attracted by bright 
objects and to try to grasp them and so on until he reaches 
the stage of trying to stand and walk. At first his move- 
ments are fumbling and irregular and incoordinated, but 
slowly they improve. When there is damage to the bran 
so as to interfere with the development of the nervous 
control, the child is unable to lift his head or take much 
interest in his surroundings and as a consequence the 
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stimuli he receives are relatively few and as a consequenci 
his picture of movement and power of movement are poor 
Such a child if left alone will develop some movemen: 
but it will be slow and relatively ineffective. 

If this child is to develop an approximately normal 
movement he must be provided with selected stimuli so 
that he can develop his own picture and power of move- 
ment. We cannot develop his nervous control but we can 
provide those stimuli by which he will, provided he has the 
mental capacity, develop his own control of movement 
If I may give a simple example—a spastic child tends to 
keep his legs straight and his back also, so thet if put to 
sit in a chair he tends to sit on his coccyx. If allowed to 
do this his mental picture of sitting will be one of sitting 
on his coccyx. If you try sitting on your coceyx you will 
find it much more difficult to use your arms or hands in 
front of you and if it is difficult for you how much more 
difficult it must be for the spastic child. If he sits in 
the right position and alzays sits in that position his idea ot 
sitting will be a correct and an easy one and he is placed 
in the easiest position for him to move his arms. I trust | 
need not labour this idea further but one or two things 
follow from it. 

First, it is obvious that the use of calipers, braces and 
other appliances is not going to assist the child as the 
picture of movement the child will obtain will be one of 
being supported by them. 

Secondly, where a child has not been given any treat- 
ment and has developed some sort of movement, he will 
have to forget what he has learnt and try to substitute some- 
thing else for it—an extraordinarily difficult thing to do. 

Thirdly, if we are going to get the best results we must 
get hold of these children before they have developed 
any voluntary movement themselves, that is, we must get 
them as babies and the earlier the better. 

The early diagnosis of such cases, therefore, is essential 
and it is in the maternity and child welfare clinics and post- 
natal clinics that these cases should be picked up. I do not 
say that they should be diagnosed there, but when a child 
is slow in developing he should be referred to someone 
with a special knowledge of cerebral palsy. Diagnosis at 
this early stage is, in my opinion, very difficult, and it 1s 
only by concentrating on these young infants thet we are 
going to make progress in early diagnosis. 

When we have reached the stage of diagnosing all these 
cases in infancy then will we be in a position to treat them 
as soon as they are discovered and ultimately reduce the 
number for whom special provision will have to be made 
at a later stage in their lives. 


Diagnosis of Variations 


In relation to treatment there are a number of problems 
that arise not only in the straightforward case but in the 
variations that occur. We are apt to forget that as the con- 
dition is primarily a neurological one, the limitation or 
aberrations of movement of the limbs, though the most 
obvious are not necessarily the only or even the chief parts 
affected. Being a central lesion, the whole musculature is 
involved so that one finds difficulties im swallowing, hence 
dribbling, incontinence of urine and faeces, irregular respira- 
tion, and so on. Further, there may be obvious eye defects 
such as strabismus, but also less obvious defects such as 
difficulty in focusing or in co-ordination. In the same 
way there may be defects of hearing or even severe deaf- 
ness, either of which still further handicaps the child both 
physically and by cutting off stimuli necessary for his 
physical and mental development. Where any of these 
defects exist they provide a further problem in treatment 
but also, as has been so well pointed out by Miss Dunston 
in her book on the “ Educability of the Cerebral Palsied 
Child,”” in the education of the child—a point which has 
not been sufficiently recognised in the past. 

So long as these problems are recognised they will be 
looked for, but my experience has led me to believe that they 
are not always recognised. Not infrequently we see children 
who have been referred to us who are deaf or partially so, 


or blind, partially blind or with defective vision of one 
kind or another, which defect has not been previously 
recognised. Only recently we had a boy who had been in a 
residential school for handicapped children, whom we 
found to be partially deaf—his teacher and those who dealt 
with him were unaware of his partial deafness, however. 
He was treated, provided with a hearing aid, and is now 
attending an ordinary school. 

All these children present problems in the educational 
methods that should be adopted for them, but the diffi- 
culty varies according to the type and extent of the disability. 
In slight cases the children may be able to attend an 
ordinary school, but the teacher, and those who deal with 
the child, should be aware of his disability and be instructed 
in the best methods of dealing with him. Non-recogaition 
of the fact that the child has some disability may tead to 
difficulties with the child and an accentuation of his short- 
comings with a consequent adverse psychological effect 
and resultant setback in the child’s physical and mental 
progress. 


Problems for the Teacher 

For children who are more severely affected special 
methods must be adopted either in classes for the physically 
handicapped or even in special schools for cerebral palsy 
cases such as those already set up in Birmingham, at Ivy- 
bridge and elsewhere. In dealing with this latter class of 
case the teacher should recognise and be instructed that 

(1) There may be defects of vision, or hearing, in addition 
to the child’s other defects. If these defects are not recog- 
nised, the methods of teaching may accentuate the child's 
difficulties, and, instead of progressing, the child will not 
only retrogress but his physical progress outside the class- 
room may also be interfered with. Further, non-recognition 
of these defects may lead to a conclusion that the child’s 
mental condition is worse than it really is, and as a conse- 
quence the standard of work set may be below the child's 
mental ability with a consequent adverse psychological 
effect, which it should be our aim to avoid 

(2) Having recognised these difficulties, the teacher has 
also to adapt her methods of teaching to suit the individual 
child, and this requires considerable care, observation 
of the child, and attention to its particular needs. It is use- 
less, for instance, to expect a child who has severe athetoid 
movements of the fingers and hands to hold a pen and at- 
tempt to write, but such a child may be able to hold wooden 
blocks with letters on them and so spell words to begin with 
and, later, by appropriate adaptation of teaching methods, 
can be taught to read, write, do sums and other things. 
As their physical condition improves so the method of 
teaching requires modifying. Not only must the teacher 
adapt her methods for the individual child but in order 
to do this she must recognise that the handling of the 
different varieties of cerebral palsy is different The 
handling of a spastic child is different from that necessary for 
an athetoid. ‘To do this she must have a knowledge of the 
underlying cause. 

There remain a number of children who are so severely 
handicapped that they cannot attend one of these special 
schools, and for these, home tuition is necessary. Such 
cases should be kept to a minimum as the child misses the 
contacts he should have with other children which help 
in his rehabilitation. 

It will be obvious from what I have said that all those 
dealing with the child, including the teachers concerned, 
should have a period of instruction in a cerebral palsy unit 
before taking on a class of these children. 


Problems Facing the Child 


Having dealt with the teacher’s problem, before I con- 
tinue on the educational aspects, may I say a few words 
upon the problems which face the child ? 

We are apt to forget that though such children may have 
abnormal movements or severe handicaps their outlook on 
life is that they themselves are like ordinary children but, 
unfortunately, handicapped in carrying out certain activities. 
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The fact that their activities are restricted does not mean 
that their breins are therefore defective, nor does it mak« 
them feel that they are anything but normal, and our 
approach should be to encourage this outlook and, so far as 
possible, make them mix with normal children. Unfor- 
tunately, the child cannot explain all this to us, and there- 
fore it behoves us to try to fathom their desires and help 
the child give expression to them. ‘The fact of their mental 
outlook has been brought home to me on many occasions. 
In photographs of these children on admission I heve been 
struck by the frequency with which the child’s expression 
is one of frustration and unhappiness, an expression which 
is quickly replaced by a more normal expression once the 
child is properly handled. 

Again, on one occasion, | found the children in our 
cerebral palsy unit doing a little play in the day-room 
in the same way that healthy children do. The fact that few 
of them could walk, and one or two only speak indistinctly, 
did not deter or even bother them—they: were behaving 
as they knew normal children do, and their imaginations 
filled in any little gaps or lapses there may have been. 

This attitude was well expressed by one athetoid girl, 
who showed a finger painting to one of the doctors with 
the remark, ‘‘ It may not be much, but if you only knew 
what fun it was after not being able to do anything.”’ The 
painting, though rough, as it was bound to be, showed 
wonderful sense of design and colour which made it evident 
that her brain was quite bright. 

All such activities, then, should be encouraged, and 
these children should have as many varieties of experience 
as other children have, if it is possible. 

We send these children to concerts and plays with the 
others, and one has only to watch them to realise that they 
take it all in, and such stimuli are helpful in their develop- 
ment, 


The Aftermath to Hospital Training 


Of the other problems that face us I suppose the chief 
is what is to happen to such a child when he leaves the 
unit, if he has been in one. In all this instruction and 

* handling we should bear in mind that if the child has to go into 
a unit it can only be for a limited period. Once he is set on 
the right lines he can be discharged, but he will retrogress 
unless he is supervised. ‘This supervision must go on for 
years, and it is particularly the mother who must exercise 
supervision and, therefore, she above all others requires 
instruction in how to handle her child. Once she has 
received this instruction, preferably for as long as she 
can spare the time, she can bring the child to the clinic 
periodically. In the less severe cases she can be given 
instruction and be kept under more frequent supervision 
Then there comes the problem of the child's schooling 
at home. Some of these children, though fit for an ordinary 
school intellectually, have difficulty in obtaining admission 
because of some abnormality of movement. Head mistresses 
and teachers should be instructed regarding such children 
and not be empowered to refuse admission. 

A somewhat similar difficulty may be encountered if the 
child is recommended for a special school for physically 
handicapped children. I feel strongly that, generally 
speaking, the solution of this problem is to train the teachers 
in these special schools how to deal with the handicap of 
cerebral palsy rather than try to set up special schools tor 
cerebral palsied children. Except in very large industrial 
areas the numbers of such childern are not sufficient to 
warrant such special schools but where they are set up 
they should be used as a training-ground through which the 
children pass to the special or ordinary schools. 

The fact that a child who is unable to walk is therefor: 
excluded from a special school does not seem to me an 
intelligent method of dealing with the education of such 
children, I have at the moment a spastic child who, although 
deaf and dumb, is quite evidently intelligent, but because 
she cannot walk upstairs cannot be admitted to a deaf and 
dumb school, 


PUBLIK IEALTH, March, 1953 


Once the child has passed the school age, what is to be 
done with him? ‘The problem of obtaining some training 
for such children is one that we are constantly faced with. 
‘There are many institutions where physically handicapped 
children are trained for some occupation, but usually 
such children are selected rather carefully for such training. 
For economic reasons such selection may be necessary, 
but if we take the long view it is surely desirable that we 
should encourage in every way the development of special 
training centres, or even homes, where cases of cerebral 
palsy of the more severe type can be trained to carry out 
some occupation which would contribute something to- 
wards the cost of their maintenance. If the patient can 
only be trained to use his arms and hands while sitting and 
is unable to use his legs he may undertake useful and 
remunerative work which would not only help him financially 
and reduce the burden he might otherwise be on the State, 
but would also effect the even more important object of 
building up a sense of self-respect and responsibility and a 
feeling that his life and work are not only of value to him- 
self but a contribution towards the community of which he 
would then feel himself a responsible member. 


A CEREBRAL PALSY UNIT WITHIN A DAY SCHOOL 
FOR PHYSICALLY HANDICAPPED CHILDREN 


By 'T’. Morrison CLAYTON, M.D., B.S., BJHY., 
Medical Officer of Health and School Medical Officer, 
Coventry 


‘What sculpture is to a block of marble, education is to 
the human 


There is every justification in these presumably more 
enlightened days for us to accept the fact that children 
suffering from the effects of cerebral palsy are also handi- 
capped in the true sense and that if taken sufficiently early 
most sufferers can be assisted to overcome their disabilities 
t a greater or lesser extent. 

This in itself is an admission which should be applauded 
for, in spite of Dr. Little’s original description of the condi- 
tion over 100 years ago, it constitutes a clear advancement 
in thought even over fairly recent times : it 1s only a very 
few years since palsied children were to all intents and 
purposes forgotten save by a few. The greater proportion 
of those “few ’’ naturally constituted the immediate and 
responsible relatives, and which of us can now gainsay 
that their burden and preoccupation with their problems 
was oppressive ? Many of these parents have for long 
had grave misgivings and indeed extreme depression as to 
what the future held in store for their handicapped off- 
springs and, not unnaturally at times, for their own place 
and future in society also. 

In the past we as a community have been too ready to 
regard these children as being so mentally incapable and 
physically unable of deriving benefit in the spheres of 
education and rehabilitation that we have tended to allow 
this acute human problem to go by default. ‘This, as has 
been stated on other occasions, is no doubt one of the 
reasons why a proportion of these unfortunates has 
become entangled in mental deficie ncy institutions, having 
been placed there in error, or, if you prefer, because of 
erroneous diagnoses. 

While such a confession may appear deplorable to the 
uninformed lay mind it is, I feel in effect, not so much a 
matter of negligence upon the part of our profession but 
rather a defect in our teaching and consequent lack of 
detailed knowledge upon this problem which now con- 
fronts us. Judging, however, by the numerous lectures 
arranged in refresher courses for School Medical Officers 
during this last few years it is very evident that this section 
of our profession has the subject much at heart and is alive 
to the implications. 

During these past few years we have all heard and read 
much about Dr. Carlson—himself a severe case of diplegia 
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and an outstanding example of the heights to which 

proportion of palsied children may rise by painstak) 

personal and sympathetically assisted application. We ca: 
all take heart by such sparkling examples as this, but w: 
must also be vitally concerned how best to advance t} 
collective lot of palsied children everywhere wheneve: 
possible. 

There are those obviously much better equipped an 
more experienced than I to discourse upon the clinica 
aspects of the disease. I suspect, however, that I hay: 
been invited to say something upon this subject primar! 
because, in Coventry, we have latterly been able to open 
“Spastic Unit ’’ within a day school for physically hand: 
capped children. Before I give due mention to our exper: 
ences during this past 12 months, however, I should lik: 
to offer a few generalisations. Certain points will inevit- 
ably be repetitions of what have been stated by others o1 
previous occasions, but from a practical point of view they 
are new to us in Coventry and can bear a restatement. 


Types.of School for Handicapped Children 


Two main types of school readily come to mind, namely 
the residential special school and the day special schoo! 
I will not attempt to dwell on the former category, but 
it seems likely that those who thought along the lines of 
a residential school had particular problems to deal with 

maybe a paramount need for continuous supervision and 
the feeling that children might progress more adequate! 
if isolated from undesirable home environment and influences 
or, alternatively, because of geographical situation. ‘lhe 
difficulties attendant upon the transportation and congre- 
gation of afflicted children, day by day, at a point within 
a widely scattered administrative area and perhaps thx 
prohibitive financial implications may have seemed insur- 
mountable obstacles. 

The other theorists, not having overriding geographical 
difficulties to contend with as of primary moment, might 
well have presupposed that any real progress for C.P 
children would best be achieved with the influence of the 
home and family as a beneficial and dynamic background 
By co-operating with the medico-educational team, the 
parents would generally derive greatest personal satis- 
faction in witnessing progress for their children. 

This view I am inclined to believe was probably one of 
the most important considerations which Mr. and Mrs 
Paul Cadbury had in mind when they constituted Carlson 
House day school in Birmingham. ‘There appears every 
indication, too, that before her death in 1951, their youthful 
palsied daughter had great influence for good, and the 
Cadburys, in initiating this venture, were quick to realise 
that other parents, in following the professionally super- 
vised progress of their children, would derive as much 
satisfaction as they had done through their daughter's 
achievements. As Prof. Capon said, speaking of children 
generally, in 1947, * It is important to preserve and 
encourage the natural relationship of the child with its 
parents.” 

Moreover, in dealing with C.P. children, most of whom 
have inherent intelligence to greater or lesser degree—as, 
say, opposed to less receptive mentally deficient children 
~it seems more desirable to attempt similation of the 
educational routine occurring in the ordinary run of schools. 

Naturally, with so many superadded factors and compli- 
cations to take into account, it is not possible to carry this 
point comprehensively but it is nevertheless good psychology 
to have a daily educational routine—no matter how simple 
—in order to stimulate the children with an early sense of 
achievement and attempt to place them on common ground 
with those more fortunately situated. 


Advantages and Disadvantages of a Cerebral Palsy 
Unit within a Physically Handicapped School 

In latter years, and especially since the advent of the 

National Health Service Act, we have come by constant 

repetition to be warily inclined towards that much hack- 


neyed word “ co-operation.”” Co-operation, however, is a 
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sine qua non which must be accomplished in the establish- 
ment and management of such a school as we have under 
consideration It has been said that cerebral palsy is 
wits the most neglected condition of childhood " (Carlson, 
1946), or alternatively, that it 1s perhaps the most 
neglected field of medicine, education and welfare * (Bruner, 
1952). If this be so it ill becomes any one of these latter 
interests to now stake individual priority claims in order 
to achieve the future well-being of palsied children, although 
Bruner states a fundamental truth when he says ‘It ts 
primarily a medical problem in its basic concept.” Never- 
theless, while medico-therapeutic activities are of funda- 
mental importance, they should, ultimately and ideally, be 
aimed to improve the educational attainments of these 
children. 

Unfortunately, acute divergencies of responsible opinion, 
particularly relating to administrative and technical liaison, 
have been experienced in certain pioneering ventures, and 
if allowed to continue unchecked the repercussions to such 
establishments, their staffs and, most important, the children 
concerned, could be most unhappy or even disastrous. 


Miss M. I. Dunsdon, M.a., in her admirable and detailed 
book, “The Educability of Cerebral Palsied Children " 
(1951), has seemingly had experience of this difficulty, 
for she says there is at present quite considerable 
danger of children being provided with physical therapy 
centres which will have some educational functions, instead 
of providing them with, or providing for them in, special 
schools which would have facilities for physical therapy.”’ 

Reading between the lines of this and other statements, 
one gathers that Miss Dunsdon is not unduly enamoured 
or optimistic concerning the future of dual-purpose type 
schools in that they may tend to become mere establishments 
for interesting clinical entities and for those types who are 
liable to derive little benefit from education. 

This thesis, however, could well be applicd in reverse 
for there is also the experience of responsible educational 
staff pressing for the admission, mainly on grounds of 
sentiment, of children who, by all standards of reasonable 
and sympathetic medical assessment, are entirely unsuit- 
able and who could derive no possible advantage even 
from a prolonged stay at such schools : 
much needed and valuable accommodation. 

The fact must be faced by those bodies who contemplate 
the inauguration of dual-purpose schools that the handling 
of most cerebral palsied children is, by the very nature of 
the condition, upon a somewhat different plane to that 


besides sterilising 


This new field of medico-educational interest is poten- 
tially charged with considerable partisan feeling and it 1s 
not a matter which should be passed over lightly. ‘There 
is enormous scope for research and for the establishment 
of criteria which will ensure the harmonious localised 
working of different professional interests. It is imperative 
that a happy unity of purpose should be mutually cultivated 
from the start since continuity of outlook is essential for 
C.P. children. 

Moreover, because in future the greater financial resources 
for these schools will inevitably tend to come from the 
public purse, the need for achieving complete harmony 
and understanding is enhanced and becomes of paramount 
importance. It is equally essential that those who represent 
the tax and ratepayers should avoid the pitfall of biasing 
their judgments unduly in favour of the comparative import- 
ance of education or therapy since this could be a potent 
factor in causing disharmony and consequent unrest among 
staff, children and parents alike. 

It is the opinion of many workers in this sphere that the 
severity of physical handicap in cerebral palsy bears no 
direct relationship to the degree of cerebral dysfunction or 
potential scholastic attainment. Coventry experience tends 
to support this viewpoint and this could well be instanced 
in the cases of many severely affected athetoids 

It is clear, therefore, that no affected child should be 
denied the opportunity of possible benefit unless there is 
agreed team conviction that it would be useless to proceed 
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It is upon such contentious grounds as this that those 
responsible must unite to reach vital and just agreement : 
this cannot be suitably achieved if even one senior member 
of the team remains aloof and “ superior’ from the deli- 
berations of the rest. 

In spite, however, of all these possible snares the view 
that dual-purpose schools are inevitably destined to failure is, 
in my opinion, an erroneous premise : time and greater 
geographical experience will provide an answer. It seems 
unduly pessimistic, however, to assume that educational 
and therapeutic ideologies are so inherently at variance 
that their locational divorce is inevitable. 

It also appears as common sense that local authorities 
contemplating the provision of remotely separated profes- 
sional facilities will at once be faced with enhanced expendi- 
ture while children, staff, and possibly parents, will be 
saddled with undue inconvenience and waste of precious 
time (e.g., think only of the additional transport required), 
Even in a compact county borough these undesirable factors 
would be considerable and at first sight would appear to 
be a means of impeding the scheme. 

In establishing a dual-purpose school it is perhaps desir- 
able, though by no means essential, to place someone in 
nominal general charge : solely to co-ordinate by mutual 
arrangement the educational and medical aspects of the 
service on the spot. This being so there can be few dis- 
sentients from the view that this should be the head teacher. 

The latter, however, should have considerable experience 
and tact and be gifted with a ‘ Solomon-like ’’ wisdom 
in his administrative approach. He would be well advised to 
accept the ingrained intra-professional loyalties, ethical 
viewpoints and practices of the medical staff and their 
auxiliaries &s matters not lightly to be set aside, and in doing 
so he will gain loyal reciprocity. I have never yet had 
experience of a doctor having the temerity to meddle with a 
teacher's professional duties. 

I have spent some considerable time in ventilating my 
views upon this important matter of co-operation since | 
believe it to be the most vital issue for initial settlement 


in a dual-purpose school. Once happily solved, then the 
battle for the future progress and well-being of the children 
~and I particularly refer to the cerebral palsied—is already 
half won. 


Parents 


Another direction in which this field of co-operation 
might well be encouraged with advantage is towards the 
parents. It was our recent experience in Coventry that no 
matter how quickly the local authority pursued their plans 
for cerebral palsy facilities in their special school it was 
never sufficiently brisk for some parents. 

This, however, I believe was largely due to reaction 
engendered from the lean years when they and their palsied 
children were in the wilderness and during which time they 
saw little to enthuse about upon the horizon. 

Herein, too, the headmaster has splendid opportunities 
for good since by arranging various social activities on the 
premises (e.g., open days, concerts, sales of work, parent- 
teacher meetings, etc.), he can stimulate that additional 
mutual co-operation which is so helpful and necessary in 
bringing people with similar interests together to discuss 
their difficulties. 

From the medical standpoint, monthly interviews are 
most useful for advising parents how best to deal with their 
related problems and are a means whereby they can be 
encouraged to reinforce the instructions given to the 
children at the centre by the medical auxiliaries (e.g., taking 
advantage of relaxation periods when children are more 
receptive to simple and helpful suggestions). 


Coventry Details and Routine 


We do not make presumptuous claims for the opening 
of our Cerebral Palsy Unit in Coventry. Neither am I lack- 
ing in appreciation of the magnificent and timely pioneering 
efforts of certain organisations and assiduous workers in 
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Birmingham, Carshalton, Croydon, London and elsewhere, 
nor of the exhortation of Dr. Jean McNamara (1939) who, in 
Australia, said : ‘‘It should be realised that the answer 
to the problem of the spastic does not lie in the establish- 
ment of schools for older children with deformities. It is a 
mistake to spend all available funds on these older children 
while another crop of babies are forming other deformities.” 
The importance of early diagnosis was also stressed by Dr. 
Agassiz in his address to the School Health Service Group 
of the Society’ two years ago and by Mrs. Collis on a 
previous and similar occasion (1948) ; it is a theme which 
cannot be over-emphasised. It is by early recognition and 
adequate attention in the early formative years that the 
ability of these children will be best encouraged to help them 
compete later, on more equal terms, with normal children 
and achieve useful places in society. 

Since 1948 we have met this position more adequately 
in Coventry by attempting to trace affected pre-school 
children and we have the full co-operation of paediatric 
and orthopaedic specialists in bringing such cases to our 
notice at two years of age or even younger. Other measures 
could also possibly be tried in future to improve the tracing 
procedure (e.g., municipal nursing staffs with suitable 
training and with co-operation of general practitioners). 

By these standards, then, the policy of establishing 
special schools and units for school aged C.P. children can 
only be of a second best nature ; but meanwhile it is most 
essential that such facilities should be available. 

Nevertheless, we were happy to be one of the earlier 
local authorities to establish a “ spastic’ unit within the 
curtilage of a school for physically handicapped children 
and, with certain reservations which I shall mention 
shortly, this is in line with the accepted general policy of 
increasing the field of social contacts for these children. 

From the first our school medical efforts received willing 
and unambiguous practical support from our local specialists 
in orthopaedics and paediatrics respectively. The voca- 
tional enthusiasm of the authority's newly appointed 
physiotherapist and speech therapist and the elation of my 
own medical staff, because of a measure which would 
obviously have the effect of consolidating their prior work 
and opening up wider vistas for these children, augured well 
for the future. 

It would be churlish, however, if, coming from the 
Midlands, I did not readily acknowledge the influence 
which the Carlson House project, opened in September, 
1948, had in the establishment of our own unit. We were 
grateful for the helpful advice and practical assistance 
offered to us initially by their experienced staffs and we were 
privileged to have this exciting pioneering effort on our 
doorstep. 

Prior to 1947 the Coventry School Health Service was 
catering for a proportion of C.P. children from a clinical 
point of view through a beneficial liaison with the local 
voluntary orthopaedic clinic and hospital for children. 
These cases had varying amounts of treatment depending 
largely upon the degree of interest and co-operation emanat- 
ing from the parents. 

The Local Education Authority provided home tuition 
for a number of cases but, from recollection, few such 
bodies in the country appear to have had a true conception 
of the comprehensive nature of the problem. 

The real boost to our investigations, however, came in 
late 1947, upon the establishment of the Midland Spastic 
Association which was constituted to promote the further 
welfare of children suffering from “ . Spastic palsy and 
allied conditions.”” This phrase was used “‘ . to embrace 
a series of clinical conditions (whether associated with 
mental disability or not) made manifest by muscular 
rigidity, paresis and incontrolled movements ’ and for 
convenience sufferers are now seemingly classified generally 
as sdastics, athetoids and ataxics. 

Shortly after, in early 1948, through the good offices of 
colleagues in Birmingham, we were fortunate to enlist the 
nearby interest of that experienced research team, Asher 


= 
: 
q 
{ 


PUBLIC HEALTH, March, 1953 


and Schonnell, who, in spite of their University and other 
associated commitments in the Birmingham area, wer 
enabled and eager to support our school medical service in 
the detailed ascertainment and assessment of C.P. children 
in Coventry. Their services, given quite spontaneously and 
voluntarily for a while at a weekly session, were of invaluabk 
help. A little later the Carlson House physiotherapist also 
offered her welcome services voluntarily at a Saturday session 
for a limited period. 

Prior to the initial clinic held in Coventry by Dr. Asher 
and her colleague in May, 1948, my medical staff had 
gathered a provisional list of 26 presumed C.P. children, 
some of whom had already been seen by Dr. Asher in 
Birmingham. Between this time and September, 1948, 
when Carlson House was opened in Birmingham, a major 
school medical ascertainment was conducted in Coventry, 
and in July, 1948, I was able to send our Director of Educa- 
tion an initial list of 36 children of school age coming 
within the designation of cerebral palsy. 

By January, 1949, a total of 39 cases had been examined 
in detail by the Midland team and of these two were 
eliminated (not being C.P.s), 23 included in the remaining 
37 had spastic conditions (7.e., 11 hemiplegias, five para- 
plegias and seven quadraplegias), seven more were athe- 
toids, one was a congenital tremor. A further 10 cases then 
remained outstanding for examination by the team. 

These numbers appear relatively small and _ perhaps 
give little idea of the work involved in tracing and ascer- 
taining, but they do show something of the thoroughness 
because at the beginning of August, 1952, the total number 
of ascertained C.P.s on our books was only at 48 and this 
we feel is now a reasonably stable figure. ‘These modest 
statistics also show in clearer perspective the comparative 
limitations of research into tracing and ascertainment prior 
to 1947, which one feels may have been symptomatic of the 
situation in most of the country at that time. 

Asher and Schonnell (1950) have estimated the incidence 
of cerebral palsy in children of school age in Birmingham 
as 0-9 per 1,000, while in Leeds the figure as quoted by 
Holoran (1952) was 1-6 per 1,000. 

With a calculated school population of 39,722 in May, 
1952, our 48 ascertained C.P.s put the Coventry figure at 
0-83 per 1,000. Eight of these children have minor involve- 
ment and are at no real disadvantage in attending ordinary 
schools, 

It thus becomes apparent from these figures, supplied 
to the Coventry Education Department in July, 1948, that 
there were sufficient children ascertained to justify the 
opening of a special unit as soon as opportunity and appro- 
priate premises became available. 

By June of 1949 the Coventry parents had evidenced an 
acute interest in Carlson House progress, and I was pleased 
to meet an informal delegation (June, 1949) and to outline 
the progress which had been made in medical ascertain- 
ment in Coventry and something of our thoughts for 
furthering the lot of C.P. children in the future. By 
December of the same year the national interest in the need 
for appropriate education for spastic children became more 
evident at local level by earnest protestations for a school 
on the Carlson House lines (December, 1949). 


From then it was only a matter of limited time before 
the local authority had gained permission and the where- 
withal to open a ‘ Spastic Unit” within the curtilage of 
their proposed Physically Handicapped School : thereby 
extending the previously circumscribed educational facili- 
ties for the cerebral palsied and providing a means whereby 
closer, more convenient and more economical links could 
be provided between the educational and medico-thera- 
peutical activities. 

Baginton Fields Cerebral Paisy Unit was opened on 
October 24th, 1951, and the main part for other physically 
handicapped children in January, 1952, within a hostel 
originally erected for the essential needs of displaced 
Asiatics during and immediately after the late war. Subse- 
quently it was used for other purposes, one of which was 
to give hospitality and urgent dietetic treatment to groups 
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of Dutch children suffermg from acute malnutrition 
following upon the occupation and deprivations within their 
country. 

One initially envisaged this building to serve as a temporary 
measure pending the erection of a new one specifically 
designed for handicapped children: a “‘hope deferred ” 
indefinitely because of other urgent school building priorities. 

On grounds of economy and general convenience, it was 
decided to commence a “* Spastic Unit’ within the separ- 
ately located sick bay of the hostel and here, later, became 
ensconsed the physiotherapy, speech therapy and medical 
suite. One of the larger rooms was set aside for severely 
affected C.P.s who, for good and sufficient reasons, it was 
felt should not at first be brought into prolonged every- 
day contact with other physically handicapped children and 
less severely affected C.P. children. 

The main block which now catered for these latter was 
originally designed on liberal lines for hostel kitchens, 
laundry, dining and recreation halls, administrative and 
several other side rooms. ‘These, with modest adaptation, 
were made suitable for class-rooms, rest-room, kitchens, 
dining hall, ete. Radical sanitary alterations were also 
necessary for the needs of these children. 

The kitchens and equipment were on such a scale as 
to have the added economical advantage of being used to 
supplement considerably the requirements of the School 
Meals Service in the city. The general layout was possibly 
unwieldy for a scheme of this nature, but it was felt that 
good work could be accomplished there until better facili- 
ties became available. 


General Information and Statistics 


The Education Authority, through its Special Services 
Sub-Committee, is statutorily responsible for the provision 
of the services rendered. 

At July 29th, 1952, the school was catering for 85 children, 
of which 29 were C.P.s. The other physically handicapped 
categories include such conditions as post - poliomyelitic 
states and other paralytic conditions, tuberculous joints, 
cardiacs, recurrent bronchitis and the other familiar affections. 

At present (September 12th, 1952) we have 26 C.P. 
children in the special school as follow 

Spastic paraplegia, five ; various hemiplegias, nine ; 
spastic quadriplegia, two ; spastic diplegia, four ; athe- 
toids, six. 

(a) Teaching Staff. One headmaster; one second 
master ; six class teachers (three assigned to cerebral 
palsy unit) ; one secretary. The authority's educational 
psychologist has surveyed the children, visits occasionally, 
and makes her recommendations 

(b) Consultants. paediatrician and orthopacdician, 
kindly and of their own volition, each give one session per 
month approximately. 

(c) Medical Staff. One assistant school medical officer 
attending as necessary ; One Senior assistant school medical 
officer, who is responsible for achieving day-to-day adminis- 
trative and clinical liaison and who also gives certain 
practical application on the clinical side herself. 

(d) Medical Auxiliaries and Nursing. Establishment is for 
two physiotherapists and one half-time speech therapist 
one school nurse visits weekly to deal with minor ailments. 

In addition, we have the helpful part-time services of a 
splintman, who is also concerned with adjustments to shoes 
and other personal equipment. 

(e) Other Staff. Four full-time orderlies (two female) 
for carrying children and giving attention to their personal 
needs. Necessary cleaning and kitchen staff. 

Transport. "The medical staff decide if transport from 
home or from a central point is necessary in each case. 
Three buses do the picking-up and return the children at 
4 to 4.30 p.m. 

Official School Hours. From 9.30 a.m. to 3.30 p.m. ; 
lunch time, 12 to 12.45 p.m., with a following rest period 
until 1.30 p.m. Ordinary school holidays operate. 
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Routine for Admission to the C.P. Unit 


Prior to acceptance and admission, all C.P.s are examined 
by the paediatrician, orthopaedic surgeon and seniwr 
assistant school medical officer acting as a team, and this 
preliminary joint examination usually takes place in hospital 
Several interviews are undertaken by the senior assistant 
school medical officer at the child’s home or at the office 
to assess the extent of the physical handicap and its possib|: 
relation to schooling and also to obtain the “ feel”? of the 
home background. 

Findings of recent years support the view that mental 
defectiveness is not a usual concomitant of cerebral palsy, 
especially of the athetoid types who are basically intelligent 
(Collis, 1948), Capon (1950) informs us that 50°, of 
C.P.s are mentally retarded, however, and presumably the 
majority of these are within the truly spastic category. 

It is agreed by the staff that physical handicap is to be no 
initial barrier to acceptance providing the child is capabic 
of sitting in some type of chair and of indicating his every- 
day natural needs. Double incontinence is an obvious draw- 
back although we have admitted one child with this added 
handicap. Partially sighted C.P.s are not admitted, whereas 
the partially deaf type are, since they can benefit through 
lip reading and the use of hearing aids. Other present 
admissions include two severely afflicted quadriplegias of 
the athetoid type, one of whom is unable to speak. Each 
is now 16 years of age and although there has been encourag- 
ing progress, their great physical handicaps and consider- 
able mental retardation emphasises the need for early ascer- 
tainment and skilful handling for all such future cases. 

Local experience shows that the special school is of con- 
siderable help to the orthopaedic services of the city since 
a high proportion of cases (including C.P. types) discharged 
from the Children’s Orthopaedic Hospital have a continuing 
need for special schooling. 

From the mental aspect an intelligence quotient is usually 
taken, but this is not essential to admission since other 
considerations are of equal importance. ‘The greater the 
physical handicap, the less notice is taken of the 1.Q. The 
lowest ascertained I.Q. we have is 51, and I understand 
there are also a few under observation lower than this. For 
the present the staff invariably errs on the generous side 
in the process of admission by allowing trial periods in 
certain quite doubtful cases. 

Conversely, I think it is sometimes the experience that 
certain voluntary organisations are more selective and 
tend to reject the lower grades : one such I know of admits 
from a tentative 80 plus up to a reliable 130 LQ. 

A major criterion for acceptance into Baginton Fields 
School is therefore that the child will probably derive 
benefit from the combined medical and educational facili- 
ties, irrespective of any I.Q. which may or may not have 
been obtained. ‘This is apparently in line with the method 
practised by Collis (1948), who indicated that she “ 
would measure the intelligence of each child by its response 
to treatment " rather than resort arbitrarily to routine 
1.Q. testing. 

Great care is taken by the specialist team to try to 
prevent mentally defective children and secondary spastic 
conditions getting through the screen, otherwise valuable 
places would be wasted. 

Audiometric tests are taken for all C.P. children since 
their handicap may be enhanced by failure to perceive 
various degrees of deafness. 


Medical and Medical Auxiliary Attendances and 
Routine 


The two specialists previously mentioned attend the 
Cerebral Palsy Unit every four weeks at least, and sessions 
usually last two and a half to three hours. An average 
of eight or nine cases are seen per session, 

These monthly sessions are made the opportunity for 
team discussions, at which all doctors and auxiliaries are 
present, as also is usually the appropriate class teacher. 

Speech Therapy. ‘The average time spent with each child 
per three-hour session is 15 to 20 minutes, although this 
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is quite variable from day to day. Attendances are therefore 
fluid, but about six or seven are seen per session. It is 
invariably the case that children are dealt with individually 
and it is not practical to instruct them in groups. Some 
children are seen three times weekly and others daily. 

Physiotherapy. ‘The average time spent per four-hour 
session with each child is about 20 minutes so that from 
10 to 12 children can be dealt with. 

At times it is possible for the physiotherapist to give 
instruction to children in groups of up to 12. 

The Speech Therapist and Physiotherapist also attend at 
meal times to instruct children to breathe and swallow 
properly while eating and drinking, and to attend to special- 
ised apparatus respectively. 

The majority of children need some form of physio- 
therapy each day. It is fitting to comment that the ability 
and experience required of physiotherapists to undertake 
this class of work efficiently should be of a high standard. 
It does not appeal to all physiotherapists and those accept- 
ing appointment usually have a definite vocation to help 
handicapped children of this type. They should also be 
adept and experienced in the methods of instrumentation 
(e.g., splints, calipers, strappings, etc.), and the possession 
of an orthopaedic nursing certificate is of advantage. 

The work of physiotherapists and speech therapists is of a 
sensitive nature, and they need to develop complete rapport 
and concentration with the children. It is therefore desir- 
able that they should be given considerable scope to exercise 
their talents without irritating extraneous diversions. 


Pros and Cons for a Dual-Purpose School 


It is my experience of medical opinion that the more 
severely handicapped cerebral palsies should not, at first, 
be mixed indiscriminately with other types of physically 
handicapped children, until their uncoordinated movements 
are controlled and their confidence established. 

There are educationalists, however, who take a different 
view and press for a comprehensive admixture from the 
start. Perhaps in the fullness of time they will come to 
appreciate the advice of an expert and “ architect” in this 
work, namely, Dr. E. R. Carlson himself. The latter, in 
his address to a meeting of the British Welfare of Spastics 
Association, is reported as saying (B.M]._7., 1949) . . The 
tremors, writhing motions and grimaces were so intimately 
tied up with the thought processes that it was difficult to 
regard these movements as something apart from feelings. 
Excitement and lack of concentration aggravated the condi- 
tion ; with tranquillity and peace of mind the motor activity 
became much more purposeful.’ (Italics mine.) 

Great disservice, therefore, can be done to severely 
afflicted cerebral palsies by haphazard mixing, especially in 
the early stages of special school life. Added disadvantages 
might well be as follow :— 

(a) Extreme noticeability of child by other children, who 
themselves are in impressionable states. 

(6) Objections by misunderstanding parents to their 
children being mixed with ‘‘ mental looking ”’ types. 

Bearing these factors in mind, the danger of precipitating 
such positions could be avoided. Later, when the child 
has acquired stability, the advantages of increasing every 
day social contacts are apparent and do not require any 
further enlargement by me. 

Less severely affected cerebral palsies (e.g., hemiplegias) 
are of course educated with other physically handicapped 
children, and their progress is quite satisfactory. 

Advantages of a day unit are »+— 

(a) Continuous contact of the child with its parents 
and, it is hoped, with a stable family environment. 

(6) Opportunity for increasing contacts with the external 
environment. 

(c) Parents being brought continuously into the 
‘picture’ to the mutual advantage of themselves and 
their children 

As yet it is early to offer a critique upon progress at 
our Baginton Fields Unit since the only assessment avail- 
able to me at present is one of physical achievement : this 
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latter being considered as highly successful. ‘he head- 
master’s general report is contemplated as being printed for 
early 1953, and his comments upon the mental attainments 
of cerebral palsied children should be of much interest 

It is not unnatural with a dual-purpose innovation of this 
character that there should be ‘ teething pains.’? But with 
greater experience these should subside and since good 
work has been done we are greatly encouraged for th: 
future of our cerebral palsied children 

My great indebtedness and sincere appreciation is duc 
to Dr. Margaret M. R. Gaffney for much helpful informa- 
tion supplied and subsequent perusal of the manuscript 
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CORRESPONDENCE 


A DerpartTMent ReGisTRAR ? 


To the Editor of Pusric Hearru 


Sir,—I1 should like to make the following comments on the 
letter from XXQ"' in Pustic Heavru, December, 1952, p. 36, 
under the above title ; 

‘Twenty years ago a schoolmaster uncle of mine devised a 
form showing medica! and educational details of every pupil! 
which was to travel with each pupil through his school life. A 
modified version of the form was used by one large local education 
authority (and may still be used). ‘Therefore a continuous record 
is practicable and has in fact been devised and used. 

When an “ infant ’’ enters school its child welfare record card 
should be available to the school medical inspector-—this is in 
theory a routine procedure. 

Before a child leaves school, at the final medical inspection « 
card is also filled in for the Ministry of Labour's Juvenile Employ 
ment Bureau stating that the school leaver is fit for “ all work 
or stating in broad terms the type of work for which unsuited, 
eg., “work involving eye strain,” “acute hearing,”’ dusty 
atmosphere,’ damp,”’ “‘ hard manual work,’’ long hours 
and ‘‘ much standing.”’ Therefore, each school leaver entering 
industry should have a ‘‘ Pulheems ’’—~principle card. 

Every National Health patient, 7.¢., almost the whole population 
now has a medical record card from infancy till death. In theory 
baby welfare clinic medical officers and school medical inspectors 
should let the general practitioner know of any illness needing 
treatment and any papers should be in the record card (which 1 
a tough envelope) and similarly any reports from hospital ot 
dispensary should go in this envelope. 

Granted that it takes little to upset the working of the arranue- 
ment for the ‘ baby welfare ’’ card to follow the child to school, 
and that the sum total of five years’ attendance at the infant 
welfare centre, and 10 years’ medical and dental inspection and 
treatment is that the local labour exchange gets a printe d card 
with an “ X”’ in the column “ fit for work of all kinds "’ ; granted 
that the general practitioner’s notes are mere fragmentary notes 
of major events plus prescriptions of successful mixtures ; and 
granted that a full record of good and bad health is wanted for 
everyone, 

(a) Who would compile it ? 

(6) Who would keep it when compiled ? 

(c) Who would know of its existence ? 

(d) Who would have access to it when compiled ? 
The answers to these questions might be : 

(a) In many ways the Medical Officer of Health to the local 
health authority (county council and county borough) who is also 
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usually School Medical Officer to the local education authority is 
best placed to make an intelligent redaction of infant and school 
medical notes, writing in any ancillary notes from the many 
social agencies caring for the young (child guidance, probation 
officer and all the others). The county or county borough Medical 
Officer of Health would also need notes on sanitary and, perhaps, 
social circumstances of che home, and would need to augment 
his health visitor’s notes on these points by enquiry of county 
district medical officer of health (in counties) or sanitary inspector 
(in county boroughs). While these notes are made, the baby 
will have become the school leaver of 15. Presumably during 
those 15 years any “ medical "’ matter of moment will have been 
the subject of immediate correspondence or consultation between 
medical officer of health and general practitioner. 

(b) If such an abstract were prepared in a form aureed by all 
1 think that is as far as the public health registrar can go for a 
start. The medical officer of health of the local health authority 
could keep the notes on a card of the same size and material as 
the continuation cards that are used by panel doctors. A duplicate 
of each card could go to the patient's doctor, to keep im the 
medical record envelope-style card. 

(c) The Society of Medical Officers of Health could advise on 
who should know that this information is available. Possible 
groups are hospitals and dispensaries, the Services and certain 
medical enquirers (¢.g., epidemiologists making a survey of a 
particular disease). ‘There seem to be many other possible 
claimants—broadly, all organised bodies promoting the welfare 
of the individual. 

(d) ‘The answer to this is bound up with that to (c) 

Yours faithfully, 
February 4th, 19538. bi 


Pracrurep Trerit 
To the Editor of Pusric 


Sirn,—-1 should be grateful if you would allow me to correct 
some erroneous impressions which may arise from the report ot 
the paper [ gave on “ Fractured Incisor Teeth which was 
printed in your February issue (p. 82). "The space allotted to this 
report was very generous, but in the condensation which was 
necessary the sense of the o-iginal paper has been lost to a certain 
extent. 

‘There is a tendency at present for many cases of fractured 
incisor teeth to be reterred for specialist treatment This may 
have been justifiable in the past when dentistry was more of a 
craft than a science based on a sound knowledge of the physiology 
and pathology of the dental tissues. With such knowledge 
however, treatment can be undertaken with confidence 

Ot cases referred for treatment, roughly equal numbers occurred 
in boys and girls, although it has often been stated that the 
incidence is two or three times as great in boys as in girls. In 
my experience in the younger age groups slightly more girls 
attend for treatment than boys. ‘his may be accounted for by 
the greater importance attached by parents for aesthetic reason 
to retaining imecisor teeth in girls. 

An acute pulpitis is indicated by a marked reaction to thermal 
tests, the pain continuing after the removal of the stimulus 
Such teeth with acutely inflamed pulps can only be retained if 
a pulpotomy or pulpectomy is performed. 

The period of time between the accident and the first attendances 
of the patient for treatment is a very important factor in cases 
involving the dentine and pulp. It is usually not possible in such 
fractures to conserve the pulp if the patient is first seen more 
than 24 hours after the injury 

With minute exposures and an open apex seen within 24 hour 
pulp capping in place of pulpotomy or pulpectomy is well worth 
trying. After sterilisation of the fractured surface with acriflavine, 
zine oxide and oil of cloves mixed with cotton wool should be 
applied to the exposure without exerting any pressure and held 
In position with a copper ring. 


When the pulp is not exposed every effort should be made 


to conserve it even though a considerable time has elapsed follow 
ing the injury ; the prognosis will depend on whether or not 
the pulp shows signs of acute inflammation when the child is 
first seen. No first-aid treatment is usually necessary in such 
cases seen more than a month after the injury if the tooth 1s stil! 
vital and is not unduly sensitive to thermal tests, as it may be 
assumed that a protective calcific barrier has been laid down 
over the pulp. 
Yours faithfully, 
School of Dental Surgery, J. L. Harpwier. 
The Dental Hospital, 

Birmingham, 3. 

February 19th, 1953. 


VITAL STATISTICS (PROVISIONAL) FOR 1952 


The Registrar-General has annoanced* the provisional total 
statistics for England and Wales tor the fourth quarter of 1152 
and tor the whoie of that year. 

Live Births.—Live births registered in the fourth quarter 
of 1952 numbered 158,029, representing a rate of 14:3 per 1,000 
population, compared with 153,995 and 160,200 and rates of 
13°09 and 14-5 in the same quarters of 1951 and 1950, respec- 
tively. ‘The total of live births registered for the year was 
673,559, being slightly lower than for 1951, and representing a 
rate of 15:3 per 1,000 population, compared with 15:5 in lol. 

Sullbirths.—There were 3,741 stillbirths registered in the 
December quarter, giving a rate of 23-1 per 1,000 total live 
and still births, compared with rates of 24-2 and 22-7 for the 
fourth quarters of 1951 and 1950, respectively. ‘he annual 
figure for 1952 (15,578) represented a rate of 22-6, which was a 
slight improvement from a rate of 23-0 in 1951 and a fraction 
below the previous lowest annual rate of 22-7 in both 1949 and 
1950, 

Deaths.—-The deaths registered in the quarter numbered 
136,587, representing a rate of 12:4 per 1,000 population, com- 
pared with 121,894 and a rate of 11-0 for the corresponding 
quarter of 1950, The total number for the year 1952 was 497,290, 
and the annual rate, 11-3, was the second lowest on record and 
compared with rates of 12:5 in 1951 and 11-6 in 1950, 

Deaths of children under one year of age in the quarter 
numbered 4,682 or 29-0 per 1,000 related live births, compared 
with 4,583 and 5,032, representing rates of 28-5 and 30-0, respec- 
tively, in the same quarters of 1951 and 1950, 

‘The total for the year 1952 was 18,425, representing a rate of 
27-6, the lowest ever recorded in this courtry. ‘lhis rate com- 
pares with 29-7 in 1951 and 52-8 in 1938. 

In the table at foot of page the numbers and rates of live births, 
stillbirths, deaths, and deaths of children under one year of age, 
registered in the December quarter and in the whole year Io2, 
are compared with the corresponding figures for 1951, 1950 and 
1938. 


* The Registrar-General’s Weekly Return No, 2, 1953, 
H.M.S.O., price ls. net or by post from P.O. Box 569, London, 
S.E.1. Price Is. 14d. 


DUAL APPOINTMENTS 


The Ministry of Healih has issued Circular 3/53, dated 
February 6th, to all Local Health Authorities in England and 
Wales. We reproduce the circular in full, in view of its import- 
ance to many members of the Public Health Service. 


Joint Use of Medical Staff by Local Authorities 
and Hospital Authorities 
Recommendations made by Ministry of Health in 
agreement with the County Councils Association, 
the Association of Municipal Corporations, the 
London County Council, and the British 
Medical Association 


1. In paragraphs 14 and 44 of Circular 118/47, dated July 
10th, 1947, the Minister of Health suggested that medical officers 
whose services might be required by both local health authorities 
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and hospital authorities should each be appointed on an agreed 
part-time basis to the staff of both authorities, 

2. The suggestion has been found in practice to involve various 
difficulties in those cases where the medical officer is employed 
full-time in the aggregate; ditierent arrangements have in tact 
been adopted in ditterent areas, many of them provisional pend- 
ing reconsideration of the position. 

3. The Minister has now reviewed the matter in consulta- 
tion with the County Councils’ Association, the Association of 
Municipal Corporations, the London County Council and the 
British Medical Association, with whom it has been agreed that 
the suggestion made in Circular 118/47 should be withdrawn 
so far as concerns medical officers employed in the aggregate 
full-time and that the following arrangements should be recom- 
mended for general adoption in these cases :— 

(a) The medical officer would have a full-time contract 
with the body, whether local health authority or hospital 
authority, which requires the greater use of his services, 
and would receive the full-time salary appropriate to that 
employment. 

(6) The authority with whom the medical officer is in 
contract in accordance with (a) would make arrangements 
with the other authority concerned for the provision to 
them of services (including medical services, without neces- 
sarily always specitying a named medical officer or officers, 
and, if need be, the services of other staff and/or accom- 
modation), 

(c) The details of the arrangements for the provision of 
services, including the financial arrangements, would be 
settled between the two authorities and would not affeci 
the remuneration of any medical or other officer whose 
services might be made available under the arrangements. 
In general, the financial arrangements in such cases should 
have regard to : 

(i) the time expected to be given by any medical 
officers and other staff to the “ borrowing 
authority '’ in relation to their gross remunera- 
tion; and 

(ii) overheads, if any. 

4. Accordingly, it is recommended that after the date ot 
this circular arrangements for the joint use (amounting in the 
aggregate to full-time employment) of medical staff by loca! 
health authorities and hospital authorities should be framed 
on that basis. 


Recommendations with regard to arrangements already operating 
5, It is recommended that officers already employed by local 
health authorities and hospital authorities be dealt with as 
follows : 
Officers at present covered by provisional arrangements 
(1) (a) An existing ofticer who is giving service (amount- 
ing 1n the aggregate to full-time) to the two types 
of authority under arrangements which, when 
made, were specifically declared or understood 
to be provisional or subject to review, should 
be given as soon as practicable due notice of 
the termination of the present arrangements 
and should have the new arrangements applied 
to him as from the day following the expiry 
of the due period of notice or May Ist, 1953, 
whichever is the later. 


ENGLAND AND WALES 
BirtHs AND DraTHs ReGISTERED IN THE QUARTER ENDED Decemper 3lst, 1952, AND IN THE YEAR 1952, WITH COMPARATIVE FIGURES FOR 
Turee EARLIER YEARS 


Live births 


Fourth Quarter of : 
Per 1,000 
population 


Number Number 


1952 anit ? 3,741 
1050 ‘ 160,200 3,726 


673,559 

679,689 

691,760 


15.578 
16,019 
16,055 
24,729 


Sullbirths 


Per 1,000 


Deaths of infants 
under one year 


Deaths 
(including non-civilians) 


total live Per 1,000 Per 1,000 
and still- Number population Number related live 
births births 


4,682 29-0 
4,58: 28:5 
5,032 30-0 

7,504 49-4 
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15-5 23-0 549.380 20,223 
15-8 22-7 11-6 20,817 
15-1 38-3 11-6 32,724 
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(b) Where, however, existing arrangements are less 
favourable to the officer than the new ones an 
were specifically declared or understood to be 
provisional when made, the new arrangement 
should be applied retrospectively from the dat: 
when the current provisional arrangements 
were made. 

Other Officers 
(2) An existing officer employed under arrangements ot 

kind other than those dealt with in (1) abov« 
should be permitted to elect to remain subject 
to his present arrangements and continue to bx 
employed as at present whether these arrang: 
ments involve or do not involve separate con 
tracts with different authorities. 

6, All new appointments made as existing appointments unde 
(2) of paragraph 5 above fall vacant should be on the new bas: 
recommended in paragraph 3. 

7. The local health authority are asked to review forthwit! 
any provisional arrangement of the kind mentioned in para 
graph 5 which they may have made in respect of a medical office: 
serving them; and, if they make the greater use of the officer's 
services, the authority should take steps, in consultation with the 
hospital authority concerned, .o apply to the officer the appropriate 
recommendation made in that paragraph. In the converse case, 
where the hospital authority make the greater use of the officer's 
services, the hospical authority are being asked to take similar 
action in consultation with the local health authority. 


Advisory Committee 

8. A small joint advisory committee, consisting of repre- 
sentatives of the employing authorities and the British Medical 
Association, will be appointed to which officers and employing 
authorities can make application for advice in matters of doubt. 
It is suggested that the Advisory Committee’s advice should be 
sought if mutually acceptable arrangements in accordance with 
the principles indicated in paragraph 5 above cannot be worked 
out in a particular case between the authorities concerned or 
between these authorities and a medical officer. 

9. Any application for the Advisory Committee’s advice should 
be addressed to the Secretary, Ministry of Health, Savile 
Row, London, W.!, and should quote the number of this circular 

A copy of this circular has been sent direct to the Medica! 
Officer of Health. A communication in similar terms (R.H.B 
(53)) has been sent to-day to Regional Hospital Boards, Boards 
of Governors and Hospital Management Committees. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH 
Novices 
DENTAL OFFICERS GROUP 
President: K. Batten, Esq. (Chief D.O., Cornwall). 

A meeting of the Group will be held in the Committee Room, 
Society of Medical Officers of Health, Tavistock House South 
Tavistock Square, London, W.C.1, on Saturday, March 21st, at 
2.15 p.m, Dr. Sydney Blackman, M.R.c.s., L.R.c P., will speak 
on “ Cystic Diseases of the Jaw in the Child and Young Adult” 
(illustrated with slides), 

J. F. A. Smyru, 
147, Huccledote Road, Hon. Secretary 
Gloucester. 
Telephone 66374. 


MATERNITY AND CHILD WELFARE GROUP 


A meeting of the Group will be held on Saturday, March 28th, 
at 2.30 p.m., in the Old Library, B.M.A. House, when Dr. Dorothy 
Taylor, Senior Medical Officer, Ministry of Health, will speak 
on the question “ Are the Child Welfare Clinics meeting the 
needs of the mothers of to-day? ” 
Doris 

Hon. Secretary. 


Mary T. Paterson, 
Hon. Asst. Secretary 


SCHOOL HEALTH SERVICE GROUP 


An ordinary meeting of the Group will be held on Friday, 
March 20th, at 4.30 p.m., in Room 310, London School of Hygiene 
and Tropical Medicine, Keppel Street, Gower Street, London. 
W.C.l. E. R. Bransby, vip., of the Ministry of Health, will 
speak on “Some Reflections on Research in the School Health 
Service.” 

A. A. E. Newru, Morrison, 
Hon. Secretary. Hon. Asst. Secretary 


SERVICES GROUP 

The Annual General Meeting of the Group will be held at the 
London School of Hygiene and Tropical Medicine, Keppel Street, 
London, W.C.1, on Friday, April 10th, 1953, at 5.30 p.m. when 
Major-General T. Young, c.8., 0.8.8., Q.1.P., will deliver his Presi 
dential address 

G. M. 
Hon. Secretary 
London School of Hygiene & Tropical Medicine, 


Reports 
MIDLAND BRANCH 


President: Dr. H. M. Cohen (School M.O., Birmingham 
C.B.). 

Acting Hon, Secretary : 
M.C.W., Birmingham ©.B.) 

The second meeting of the session was held at Lancaster 
Street Welfare Centre, Birmingham, on ‘Thursday, November 
6th, 1952, at 3 p.m. The President was in the chair, and 
21 members attended : Drs. Bulmer, Brown, Carey, Clayton, 
Earle, Griffin, Hatherley, Lycett, Markham, McKinlay, McLaren, 
Pickup, Preston, Stark, Starkie, Stephens, Stewart, ‘Tabbush, 
Thomson, Thornton, and the Secretary. 


Dr. Jean M. Mackintosh (Sen. M.O., 


Preventive Orthopaedics 


Mr. T. T. Stamm, Orthopaedic Surgeon, Guy's Hospital, 
then gave his address on the above subject. 

Mr. Stamm stated that 30°, of the population suffered from 
some defect of the feet, and foot troubles were a major factor 
in the care of old people. He then outlined the chief conditions 
giving rise to the major disabilities, viz., the hallux valgus com- 
plex, hallux rigidus, constricted toes, and disabilities of the 
long arch. ‘This was the order of incidence in adults ; in children 
the order is reversed. In children it is the forefoot deformities 
which give rise to disabilities, and conditions such as valgus 
ankles can be ignored in young children. 

Mr. Stamm next dealt with the detection of deformities at an 
early stage, and stated that a modern well-trained chiropodist 
knows more about the feet than most of us, and, in his opinion, 
the only practical solution from the point of view of inspection 
and early detection was to make use of a chiropodist. The 
problem was what to do with them when these disabilities had 
been detected. ‘The local out-patient departments cannot cope 
with them. Fortunately, the vast majority do no, require surgery 
or exercises, but supervision and special care in the matter of 
footwear—shoes and stockings. ‘Two important factors operate 

congenital disposition and faulty hygiene, both being of about 
equal importance, 

Only where there is doubt, whether more drastic treatment is 
necessary, should the Orthopaedic Department be consulted 
Mr. Scamm stressed that when a case has failed under ordinary 
care and maintenance, the orthopaedic surgeon can often do 
little or nothing. 

Mr. Stamm then outlined the special measures for dealing with 
certain orthopaedic defects, such as flat foot (valgus ankle) and 
the hallux valgus group. 

This stimulating and somewhat unorthodox address was 
followed by a keen discussion in which Drs. Cohen, Pickup, 
Griffin, Carey and Starkie took part. 

A vote of thanks was accorded to the lecturer by Dr. Pickup, 
who observed that Mr. Stamm is now regarded as one of our 
most progressive orthopaedic surgeons, and expressed admuira- 
tion for the lucid way in which he had described the mechanics 
of the various deformities, and his remarks on the preventive 
side of school foot health were very much appreciated. ‘The vote 
of thanks was seconded by Dr. Carey and carried unanimously. 


NORTHERN BRANCH 

President: Dr. H. J. Peters (M.O.H., Stockton-on-T'ees 
M.B.). 

Hon. Secretary : Dr. W. S. Walton, G.m. (M.O.H., New- 
castle-on-Tyne C.B.). 

A meeting of the Branch was held in Newcastle-on-Tyne 
on Friday, December 19th, 1952. The President was in the 
chair, and 11 members attended. 

It was agreed that the annual dinner be held in the University 
Union, King’s College, and that the arrangements and cost be 
left in the hands of the President and Hon. Secretary. 

To meet expenditure on social functions which should not be 
charged to Branch funds, it was decided to inaugurate a Social 
Fund, to which members would be invited to contribute up 
to a limit of 5s. 
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The Hon, Secretary reported that D.P.H. candidates would 
now be accepted for membership of the Society on payment o! 
half the annual subscription, 

The method of electing the Branch Council was discussed, 
and it was agreed that the Council review its constitution with 
a View to ensuring that all sub-groups were represented. It wa 
further agreed that for this session Dr. J. Maughan, Hon 
Secretary of the Northern Sub-Group of the County District 
Group, and Dr, G. H. Shanley, Hon. Secretary of the Durham 
County Medical Officers’ Guild, be invited to attend: Council 
meetings. 

The reasons for the indifferent attendance at meetings was dis- 
cussed at length, when it was agreed that as an experiment th: 
meeting for May be held in the evening. 

Dr. M. W. Dewell was re-elected as the Branch’s representatiy« 
on the local branch of the Institute of Almoners. 

Referfing to the losses incurred in publishing PusLic Heavru 
Dr. Shanley stated that there were firms who would undertak« 
obtaining advertisements on a percentage basis. It was agreed 
that this suggestion be transmitted to the Council of the Societ 
for its consideration. 


A meeting of the Branch was held on Friday, January 16ih, 
$, Dr. W. G. Patterson (Vice-President) was in the chair, 
and 20 members aid two guests attended, 

Social Fund,— he Hon. Secretary stated that members would 
be circularised shortly with regard to contributions to the Social 
Fund, limited to 5s. per member 

Annual Dinner.—\t was agreed that this be held on either the 
third or fourth Friday in March at the University Union. 

Medical Manpower: Area Recruitment Committees. — Vh« 
Hon, Secretary submitted the names of those appointed for th 
Northern Region. 

Nurses ; Fever Traiing.\t was agreed that the Branch in 
forms the Council that it considers the termination of the training 
of fever nurses as such to be a retrograde step and protests at 
the action of the General Nursing Council im terminating the 
Register. 

Address by Dr, Hugh Paul,—Dr, Hugh Paul, Medical Officer of 
Health, Smethwick, delivered an address on ‘ Epidemiologs 
and Public Health.” 

He propounded some original views on the value of notification 
of infectious diseases, the necessity of isolation of contacts 
changes in the major causes of death, measles immunisation, and 
medical and lay administration, and stirred the members with 
his provocative and iconoclastic ideas, 

After questions had been dealt with in a similar manner, 
vote of thanks, proposed by Dr. W. 5S, Walton, was warmly 
supported, 


NORTH-WESTERN BRANCH 


President » Dr. K. 1K. Wood (M.O.HL, Bury C.B.). 

Hon, Secretary: Dr. J. S. G. Burnett (M.O.EL, Preston 
C.B.). 

A meeting of the Branch was held on the evening of Friday, 
December 12th, at Bury, with 37 members attending, when the 
President of the Society was entertained to dinner, and subsc 
quently addressed the Branch on, inter alia, national housing 
problems in relation to the irritant effect of chromic piles, with 
asides of a medical character bearing on the association of honesty 
with the administration of medical practice. 

Dr. E. H. Walker, as an old colleague, referred nostalgicalls 
to the many interesting memories raised by Dr. ‘Topping’s racy 
address, and Dr. H. J. Crewe gracefully acknowledged, on behalt 
of the younger members, the wealth of worldly wisdom and 
experience that had been so lavishly bestowed on them. 

The mecting ended in some slight disorder. 


An ordinary meeting of the Branch was held in Manchester 
on Friday, January {th, 1953, when 30 members attended. 

A symposium of papers on ‘“ ‘The Future Functions of the 
Health ——. were read by Drs. M. W. Davies, A, ‘T. Burn, 
and T. S. Jones. (An abridgment of the opening papers and 
discussion will be published in a later issue of PuBLic Heranri.) 


HEALTH EDUCATION IN A SANITARY AUTHORITY 


The Central Council for Health Education is organising a 
week-end seminar for medical officers of health on the above 
subject. It will be held at St. John House, 15-16, Collingham 
Gardens, London, S.W.5, from 6 p.m. Friday, April 24th, to 
10 am. on Tuesday, April 28th, immediately preceding the 
Health Congress of the Royal Sanitary Institute at Hastings. 
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Sir John Charles, the Chief Medical Officer of the Ministry 
of Health, will give the opening address, and Drs. S. Letf 
(M.O.H., Willesden M.B., and Area M.O.), Middlesex, D. P. 
Lambert (District M.O.H., Divisional M.U.), West Riding, and 
Dr. G, Don, Leciurer in Public Health (Environmental Hygiene), 
the London School of Hygiene and Tropical Medicine, will give 
the subsequent papers. Dr. Emrys Davies, Education Officer 
to the Council, wil lead a special study of teaching techniques 
for the community. ‘The rest of the conference will be arranged 
on group discussion lines to facilitate the maximum pooling of 
experience, 

The cost of the seminar for resident delegates, including 
gratuities, will be £5 5s. Od., and for non-resident delegates, 
42 12s, 6d. (which covers all meals except breakfast, but no 
accommodation). Applications should be addressed to the 


Medical Director, C.C.H.E., ‘Tavistock House, ‘Tavistock Square, 


Phe Royal Institute of Public Health and Hygiene announces 
that the next bi-annual Examinations of the Institute, in the 
subjects of General Hygiene, School Hygiene, and Mochercraft 
and Child Welfare, will be held in London and the various pro- 
vincial centres on Saturday, June 20th, 1953, The Diploma and 
the Certificate, respectively, are recognised qualifications for 
nomination to Membership and Associateship (M.R.LPLHHL and 
A.RA.P.H.H.) Full details of the examinations may be 
obtained from the Secretary, at 28, Portland Place, London, 
(LANghain 2731/2.) 


Phe annual conference convened by the National Association 
for Maternity and Child Welfare will be held at Church House, 
Westminster, London, $.W.1, from June 10th to 12th next. The 
general theme of the conference will be “ Education for Parent 
hood.” ‘The conterence fee will be | guinea for the three days. 
\pphcations should be forwarded to the Secretary (Miss I. \ 
Kvelvn), Tavistock House, ‘Tavistock Square, London, 


OFFICIAL ANNOUNCEMENTS 


CORPORATION OF DUNDEI 
APPOINTMENT OF Orricer or 


Applications are invited from Registered Medical Practi 
ioners possessing a Diploma in Public Health or equivalent 
qualification for the appointment of Medical Officer of Health 
of the City 

Applicants should have had considerable clinical and 
adiinistrative experience in Public Health Work embracing 
School Health Services, Maternity and Child Welfare Services 
ind Port Sanitary Services. 

Applicants should be under 45 vears of age unless already 
holding a superannuable appointment for which a transfer value 
will be pavable but in any event should not exceed 50 years 
of age. 

The salary will be in accordance with the terms of the 
Industrial Court Award being {£1,950 annually rising by two 
increments of f100 each and one of {50 to a maximum of 
{2,200 annually. 

Copies of the Conditions of Service may be obtained from the 
subscriber to whom applications, together with copies of three 
recent testimonials, should be submitted not later than March 
ryth, 1953 

Canvassing either directly or indirectly will disqualify 

Rowert 
Town Clerk 


Public Health, is the Official Organ of the Society of Medical 
Officers of Health and a suitable medium for the advertisement of 
official appointments vacant in the health service. Space is also 
available for a certain number of approved commercial advertise- 
ments. Application should be made to the Executive Secretary 
of the Society, at Tavistock House South, Tavistock Square, W.C.1 

Subscription 31s. 6d. per annum, post free, in advance. 
Single copies 2s. 6d. post free. 
Official classified advertisements are charged at 3s. 6d, per line or 
part of a line. Minimum charge 20s, 


lelephone: Euston 3923 Telegrams. Epidauros, Westcent, 
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NAPT 


Important New Books 
Medical Officers of Health | for the Medical Officer of Health 


| INFLUENZA 
Health Exhibitions AND OTHER VIRUS INFECTIONS OF THE 


RESPIRATORY TRACT 

should use the new series of | By C. H. STUART-HARRIS, M.p., F.R.c.P. 
NAPT — X-Ray propaganda This timely and authoritative survey will be of 
material including posters and great value to public health workers and to 
leaflets ; also display panels the alert “ G.P.” 81 illustrations, 30s, net 
dealing with the prevention and 


treatment of tuberculosis. | POLIOMYELITIS 


By W. RITCHIE RUSSELL, 
Write now for price list C.B.E., M.D., F.R.C.P, 


and hiring charges. ‘Ta: s brief illustrated monograph — Ritchie 
Russell outlines his views on the nature of the 
disease, its clinical features, predisposing factors, 
NATIONAL ASSOCIATION FOR THE the management of spinal, bulbar and respiratory 
involvements, and reablement,”’—-Lancet 
PREVENTION OF TUBERCULOSIS 


Illustrated. 14s. net 
TAVISTOCK HOUSE NORTH, TAVISTOCK SQUARE, 
LONDON, W.C.1. 


EDWARD ARNOLD & CO. 


41 MADDOX STREET, LONDON, W.1 


L he beau ly that the Milton Feeding Bottle Routine is so simple. 


Whether a mother is busy, overworked — or let’s face it 


of 1t 1S just careless, she can still— with Milton —keep baby’s 
eee 


bottle free from germs with very little trouble. 


©©One of the greatest advances has 
» been the use of Milton in the 
sterilisation of the feeding bottles 
and teats. In those hospitals which 
have adopted the Milton technique, 
Gastro Enteritis has entirely 
disappeared. No more broken and 
cracked bottles from steam steri- 
lisation. What a simple, yet 
absolutely efficient method” 


Extract from opening address at the Professiona 
Nurses and Midwives(Conf erence and xhal 
on Monday 17th October 1949 


Milton 


For full particulars write to the Chief Bacteriologist, Milton Antiseptic Limited, John Milton House, London N7 
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MARCONI 
Mobile Radio 
for Public Health Services 


PLANNED - INSTALLED SERVICED 


MARCONI’S WIRELESS TELEGRAPH COMPANY LTD . CHELMSFORD . ESSEX 
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A modern Weaning Food 
that meets all your 
requirements 


All over Britain, mothers are being taught to rear 


their children by up-to-date methods. 


And now 


Bovril have produced a new type of Weaning Food 
that meets all medical requirements for a baby’s 


transition to solid foods. 


The formula of Bovril 
Brand Triturated Beef & 
Vegetable Weaning Food was 
evolved after consultation with 
paediatric specialists and it 
was given a successful trial by 
a group of hospitals. 

The new Weaning Food 
is in powder form and is 
marketed in small cubes in 
four varieties. From it, a mild- 
flavoured, digestible purée 


BOVRIL 


can be prepared simply by the 
addition of boiling water. 
Because of its form, its 
hygienic method of manufac- 
ture and as sufficient for one 
meal at a time can be pre- 
pared, all danger of food 
infection is eliminated. 

The new Weaning Food is 
remarkably economical; a four- 
cube packet costs only 6d. Itis 
thus within reach of all purses. 


BRAND 


Triturated Beef & Vegetable 


Weaning Food 


4 VARIETIES: 


Beef & Mixed Vegetables 
Beef & Tomato 

Beet & Spring Cabbage 
Beef & Carrot 


Each flavour is in different 
coloured foil wrapper. 


Jor infants from to 2 years of age 
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afeguarding public health — co protect peopie 


in public buildings from the risk of infection, hundreds of Local Authorities 
throughout the country regularly use IZAL Germicide. 


NEWTON CHAMBERS & COMPANY LIMITED, THORNCLIFFE, SHEFFIELD 
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“WELLCOME’ 


Diphtheria-Pertussis 
Prophylactic 


oat 


This new prophylactic replaces * Wellcome’ brand Diphtheria-Pertussis Prophylactic 
D.P.P. It is a mixture of equal parts of Purified Diphtheria Formol Toxoid F.T. (P), 
containing at least 50 Lf per c.c., and of Whooping Cough Vaccine, plain (i.c. 
suspended), standardised to contain 40,000 million Hamophilus pertussis in each c.c. 
The preparation therefore contains in each c.c., Purified Diphtheria Formol Toxoid 
F.T. (P) 25 Lf, and H. pertussis, 20,000 million. 

The diphtheria formol toxoid contains at least 1500 Lf per mgm. protein nitrogen, and 
is less likely to cause reactions than unpurified (** crude’’) toxoid. The Whooping 
Cough Vaccine is prepared from four to six selected smooth strains of H. pertussis 
grown in Cohen and Wheeler’s liquid culture medium. Since the mixture contains no 
alum or other mineral vehicle, the risk of local reaction is reduced. 

‘ Wellcome” Diphtheria-Pertussis Prophylactic is of high antigenic efficiency ; there is 
some evidence that the antigenicity of the diphtheria formol toxoid is increased by the 
presence of the whooping cough vaccine. As the prescribed course consists of three 
injections only, the combined prophylactic spares the child discomfort and saves the 
doctor valuable time. 

The prophylactic is issued in sets of 3 «1 c.c. ampoules and in rubber-capped bottles 
containing 10 c.c. 


5 


*WELLCOME’ DIPHTHERIA-PERTUSSIS PROPHYLACTIC 


PREPARED AT THE WELLCOME RESEARCH LABORATORIES, BECKENHAM, ENGLAND 


Supplied by 
BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 


Printed by H. R. Grubb, Ltd., Croydon, and Published by The Soctety of Medical Officers of Health, 
Tavistock House South. Tavistock Square, WC 1. 
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